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The purpose of this paper, as its title implies, is to 
carefully analyze the symptoms in a large number 
of cases of ectopic gestation, to the end that the 
conclusions reached may aid and prompt the prac- 
titioner in recognizing and differentiating a condi- 
tion, the early detection of which frequently saves 
iife and always prevents dangerous and incurable 
pelvic complications. 

In perusing the literature we have certain difficul- 
ties to contend with, inasmuch as the history of 
many cases is incomplete. This unfortunate circum- 
stance is atoned for, in a measure, by the fact that 
in one series of cases reported special efforts have 
been made to bring out certain sets of symptoms, 
while other groups of cases are reported in reference 
to other combinations of symptoms. By combining 
this extensive material it is possible to arrive at a 
fair estimate of the importance, frequency and value 
of the various symptoms and phenomena through 
which an ectopic gestation declares itself. 

Cases are found in considerable number in which 
a differential diagnosis prior to operation was prac- 
tically impossible. The causes of these diagnostic 
failures are so clearly and efficiently portrayed by 
the different writers that several paragraphs may 
profitably be employed to arrange and classify this 
group of cases with the view of deducing from 
them certain guides and methods, which may result 
in a marked reduction in failure to detect this rather 


frequent condition. 


The literature distinguishes sharply between the 
diagnosis before rupture and the striking symptoms 
at the time of, or immediately after rupture. With 
the advent of more accurate pathological data this 


difference becomes a little hazy and in many instan- 
ces disappears altogether. 

While it is not the purpose of this paper to deal 
with either the etiology or pathology of ectopic 
pregnancy, yet a reference to these subjects will be 
necessary now and then for the purpose of realizing 
the comparative value of certain symptomatic data. 

The close relationship, as far as symptoms are 
concerned, which ectopic gestation of necessity bears 
to normal pregnancy, constitutes one of the principal 
reasons for its early escape of recognition both by 
the patient and physician. 

The frequent coexistence of ectopic and normal 
gestation further aids in concealing the abnormal 
condition, and adding to this the numerous instances 
in which cardinal symptoms are wanting and other 
pathological conditions present with somewhat sim- 
ilar physical findings, the subject becomes compli- 
cated to a degree that not infrequently defies differ- 
entiation. 

VARIETIES.—The primary seat of growth and its 
subsequent location after rupture of the first gesta- 
tion sac, determine the variety of ectopic pregnancy. 
Since an impregnated ovum may begin its growth in 
the ovary or in any portion of the lumen of the 
tube and uterus, theoretically an unlimited number 
of varieties is possible. 

The number of these varieties, as far as practical 
recognition is concerned, is reduced to very few by 
the general distension of the tube, either from 
growth of the ovum or from repeated hemorrhages 
and changes which take place after rupture or abor- 
tion. 

Practically, the literature considers the location 
of the ovum anywhere between the ampulla and the 
tubo-uterine junction as belonging to the isthmic 
variety. The instances in which the ovum develops 
in the wall of the tube are distinguished from the 
ordinary isthmic form as tubal interstitial. 

The cases reported of this variety show the lumen 
of the tube to have been intact and not involved in 
any direct connection with the gestation sac. The 
isthmic variety, occurring in the lumen of the tube, 
constitutes by far the bulk of the cases reported— 
more than ninety per cent. The tubal interstitial 
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variety seems to be very infrequent. (This may be 
accounted for by imperfect examinations of the 
specimens removed, it being only in the last few 
years that this form has been recognized as such at 
all.) The remaining ten per cent. of cases are con- 
sumed by the interstitial form, numbering three per 
cent., developing in the cornual wall, at the tubo- 
uterine junction; the ampullary, having their seat 
in the ampulla of the tube; and the ovarian variety, 
in which the ovum develops in the ovarian tissue 
proper. Of these last mentioned cases more than a 
score have been reported with careful microscopic 
examination, establishing beyond doubt the exist- 
ence of true ovarian pregnancy. 

By rupture or abortion of the tubal variety of ges- 
vation, the tubo-abdominal, the abdominal, the tubo- 
peritoneal or peritoneal forms may occur. A num- 
ber of these cases has been reported in which the 
pregnancy continued to term. Evidence exists to 
prove that early rupture of an ampullary or an 
ovarian pregnancy gives rise in at least some in- 
stances to the so-called tubo-ovarian type. An 
Ovarian pregnancy may rupture directly into the 
peritoneal cavity and produce the peritoneal type. 

It is generally accepted that in order to continue 
its growth after rupture or abortion the ovum must 
be expelled with its amniotic sac intact. The term 
tubo-abdominal is here employed in reference to the 
class of cases rupturing between the layers of the 
broad ligament, and which to begin with are of 
the tubo-intraligamentary type. Continuing their 
growth they dissect up the peritoneum, occupy the 
abdominal cavity, remaining at all times extraperi- 
toneal. This variety is quite distinct from that type 
which ruptures directly into the peritoneal cavity 
and continues its growth intraperitoneal. Cases of 
extraperitoneal gestation in which the tube does not 
form a part of the sac are styled in their early stage 
as intraligamentary and later develop into the ab- 
dominal form. The peritoneal variety requires no 
further explanation. 

CouRSE AND TERMINATION.—The ovum estab- 
lished in some particular location continues its 
growth and increase in size, until it meets with 
some of the unfavorable events to which it is sub- 
ject. From separation of the chorionic villi from 
the wall to which they are attached, due perhaps to 
abortive attempts, hemorrhage results, with conse- 
quent death of the ovum. This is followed by its 
complete or partial absorption, in some cases, while 
in others the production of a mole results. On the 
other hand, should the ovum continue to live, it may 
enlarge until the elasticity of its host is overcome 
and rupture of the sac occurs. 


A tubal pregnancy is frequently dislodged from 
its site of growth by an abortive process, which may 
be complete or incomplete. An ovarian pregnancy 
ruptures into the peritoneal cavity. The tubal form 
ruptures either into the peritoneal cavity or into the 
intraligamentary space. The tubal-interstitial type 
ruptures into the peritoneum or the lumen of the 
tube, while the interstitial is propelled either into the 
peritoneal or the uterine cavity. The intraligamen- 
tary form may undergo secondary peritoneal rup- 
ture. A tuba] abortion may expel the ovum into the 
peritoneal or uterine cavity or into the interstitial 
portion of the tube itself, from which position it may 
later rupture into the peritoneal cavity. 

It is interesting to know that aside from trau- 
matism and manipulation, rupture of a gestation sac 
results from two distinct causes or a combination 
of these ; distension from repeated hemorrhages, and 
the destructive action of the trophoblasts on the 
wall of the sac. This latter factor probably ac- 
counts for some of the painless ruptures. 

Investigation of the records of 1,227 cases shows 
45% to have been tubal abortions and 44% tubal 
peritoneal ruptures, with only eleven cases of rup- 
ture into the broad ligament and 25 cases unrup- 
tured. There was also a number of undetermined 
cases. Some allowance must be made for incorrect 
observation, as the later authors report a greater 
percentage of tubal abortion in their series. 

From this it will be seen that tubal abortion is the 
most frequent occurrence, peritoneal rupture second, 
and rupture into the broad ligament very infrequent. 
With a few exceptions rupture or abortion takes 
place in from two weeks to three months after im- 
pregnation, the average time being eight weeks. As 
a consequence of either rupture or abortion, the 
patient may succumb to hemorrhage. The blood 
may become encapsulated, producing an hematocele 
which, from repeated hemorrhages into its cavity, 
may undergo secondary rupture into the general 
peritoneal cavity. Absorption of large accumula- 
tions of blood is not uncommon and this fact has 
stimulated the expectant method of treatment. 

In a certain number of cases of rupture or abor- 
tion, the hemorrhage takes place gradually. A plas- 
tic wall is created about the hematocele, and a 
smooth globular tumor is formed which, when situ- 
ated at the ostium of the tube, is known as peritubal, 
and when beyond the ostium, as paratubal hemato- 
cele. Rupture and abortion may occur simultane- 
ously and give rise to both varieties of hematocele 
on the same tube. These tumors are freely mov- 
able and have the appearance of cysts. The ovum 
may pass into the peritoneal cavity and continue 
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to term as an abdominal pregnancy and remain for 
years as a lithopedion. 

Symptoms.—A mass situated within the pelvis or 
lower abdomen is present in all cases of ectopic 
pregnancy. This mass may vary in size from that 
of a uterus at term to that of a nodule demonstra- 
ble only by the microscope. It may correspond in 
feel, to an enlarged tube, ovary, or tumor in the 
uterine horn, which may be freely movable or 
firmly fixed by adhesions. It may occupy the space 
between the layers of the broad ligament on either 
side, or extend completely across the pelvis from 
one side to the other, surrounding and enveloping 
the uterus and bladder in a fixed, immovable mass. 
Its location may be the Douglas cul-de-sac, or it 
may fill the peritoneal cavity. 

In a series of 354 cases the right tube was in- 
volved 189 times and the left tube 147 times. A 
few cases are reported in which both tubes were in- 
volved, either simultaneously or consecutively. In 
a series of 1,000 cases, the ovary was the seat of 
tumor 20 times and the tubo-uterine junction 32 
times, while 11 cases found the tumor between the 
layers of the broad ligament. 

Pain.—Owing to the incompleteness of the re- 
ports of most cases in regard to symptoms and path- 
ologic findings, a percentage computation of the 
value of pain as a diagnostic aid is not possible. In 
this part of the work it has been necessary to make 
use of isolated material here and there in which the 
relation of symptoms to pathology is carefully re- 
corded. From the studies of the histories of these 
cases, which unfortunately are few, sharp agonizing 
localized pain is to be associated with acute disten- 
tion of the gestation sac; localized, gnawing, un- 
comfortable painful sensations are to be associated 
with a gradual increase of pressure within the sac, 
and moderate cramp-like local pains are constantly 
found in tubal abortion. Severe pain, intermittent 
or constant, felt in a considerable portion of the pel- 
vis, is usually a forerunner of the rupture of a pel- 
vic hematoma or hematocele. 

The advent of rupture relieves the tension in the 
sac and abolishes the pain associated with it. As a 
negative argument supporting the association of 
pain and distention, a number of tubal pregnancies 
and nearly all of the ovarian variety have ruptured 
without the phenomenon of pain. The microscopic 
examination in these cases demonstrates the rupture 
due to the destructive action of the trophoblasts of 
the ovum, and not to a sudden or gradual distension 
to a point of overcoming the elasticity of the gesta- 
tion sac—a quite significant fact to bear in mind. 

Concerning the diffuse general pains in the ab- 


dominal and pelvic cavities, it is well known that any 
growth within the abdomen will at times cause 
more or less peritoneal irritation. Consistent with 
this we find more or less general abdominal pain in 
the majority of cases of ectopic pregnancy. A gen- 
eral abdominal tenderness following the phenomena 
of rupture and analagous to the pain of a peritonitis, 
is as a rule associated with free blood in the peri- 
toneal cavity. The palpation of an ectopic mass is 
always productive of pain, because it increases the 
pressure within the sac. The irritability of the peri- 
toneum after the escape of blood into its cavity is 
evidenced by severe pain on the slightest pressure 
over the abdomen. 

A series of 70 cases of tubal abortion suffered 
cramp-like pains. Six cases of ruptured ovarian 
pregnancy complained of no pain. A series of 60 
cases had more or less marked abdominal pain in 
57 of its number. Out of 27 cases, 13 suffered no 
pain at or immediately preceding rupture. A series 
of 30 cases of tubal pregnancy complained of more 
or less pelvic discomfort. One case complained of 
sharp pelvic pains with a constant gnawing sensa- 
tion ; the operation showed no rupture. Eight cases. 
had sharp localized pain; 4 showed tubal rupture ; 
2 tubal abortion, and 2 were unruptured. Eleven 
cases of hematosalpinx had pains varying from 
cramp-like to just uncomfortable. Four patients 
had bearing down pains; of these, 2 were ruptures. 
and 2 were abortions. 

From this array of data, it appears that localized 
cramp-like pains are fairly constant in cases of tubal 
abortion and are presumably due to intermittent 
contractions of the tubal wall and intratubal bleed- 
ing with consequent increase in tension. 

The number of tubal and ovarian pregnancies un- 
accompanied by pain is best explained by the action: 
of the trophoblasts which, eating their way through 
the wall of the gestation sac, permit rupture without 
the necessity of a pressure sufficient to overcome the 
elasticity of the sac. 

The investigation of the histories of the ruptured 
cases shows, in the main, that primary rupture may 
occur with little or no pain. On the other hand, an 
hematocele or hematoma of large extent becomes, 
when distended by a fresh hemorrhage into its 
mass, the seat of severe and unbearable pains, which 
disappear when rupture relieves the tension. Acute 
distention is always productive of a severe localized 
pain. Slow gradual distention of a gestation sac or 
hematocele is productive of gradually increasing 
suffering. This no doubt accounts for the state- 
ment so often found in the literature that the sever- 
ity of the pain bears little relation to the gravity of 
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the case. Rupture relieves the tension and conse- 
quently abolishes the pain. Blood in the peritoneal 
cavity, found after rupture, produces a general dif- 
fused pain over the abdomen similar in character to 
that of a beginning peritonitis. 

Hemorrhage in connection with ectopic preg- 
nancy is found within the tube, between the layers 
of the broad ligament, or within the peritoneal cav- 
ity, where it may be encapsulated or free. Hemmed 
in by the layers of the broad ligament, blood rarely 
accumulates in dangerous amounts. Leaking out 
slowly into the peritoneal cavity, as from tubal 
abortion, it sinks into the Douglas cul-de-sac and 
there becomes encapsulated. Poured out rapidly 
into the peritoneal cavity, it may exsanguinate the 
patient. 

The site of a peritoneal rupture determines, in 
some cases at least, the extent of free hemorrhage 
into the peritoneum—the nearer to the uterus the 
rupture in the tube occurs, the more copious the 
flow of blood. When a sufficient amount of blood 
exists free in the peritoneal cavity its presence may 
be elicited by the usual signs which a fluid gives 
when in that location, viz., dulness in the flanks, 
percussion wave and change of percussion dulness 
when shifting position. The character of the blood 
found on opening the peritoneal cavity is of diag- 
nostic value. Fresh hemorrhage and recent clots 
usually denote primary rupture and should guide 
the operator to the ovary or tube. Old clots, with 
little or no fresh hemorrhage, are associated with 
secondary rupture of an hematocele, hematoma, or 
hematosalpinx, which materially changes the imme- 
diate operative technic. The causes of these 
phenomena are too apparent to need discussion. 

ASSOCIATED’ AND CONCURRENT SyMPTOMS.— 
Age: The age is of no particular diagnostic sig- 
nificance, except, however, that the cases of ectopic 
pregnancy occur during the child-bearing period. In 
280 cases the ages, as reported, varied from 21 to 
45 years, the average being around 30 years. In the 
case of some of these pregnancies going to term, or 
nearly so, and then remaining indefinitely as litho- 
pedia, there is scarcely a question but that the age 
limit at which some of these cases might apply for 
treatment may be set far beyond that of 45 years, 
i. e., long after the child-bearing period. The age 
at which this serious malady occurs may be consid- 
ered as reducing the mortality, inasmuch as in the 
prime of life these patients are able to withstand the 
depletion occasioned by hemorrhage, to which at a 
later or earlier age, they might succumb. 

Previous Pregnancies : That normal impregnation 
of the ovum has occurred previously and may take 


place after an ectopic gestation, abundant evidence 
is at hand. Investigation of 280 cases finds 243 to 
have been normally pregnant from one to eight 
times and in only 37 cases were the women pregnant 
for the first time. A long period of sterility pre- 
ceding the ectopic gestation is also negatived by the 
report of patients who had been pregnant from three 
to two years previously. That normal pregnancy 
may coexist with the ectopic type is abundantly 
proven by the report of more than 100 such in- 
stances. 

Signs and symptoms of pregnancy may all be 
present, or present only in part, or they may be en- 
tirely wanting. From the histories of 223 cases, 
fifty per cent. show great irregularity in menstrua- 
tion, both as regard time, duration and amount. In 
some of the bleeding was profuse and continuous, in 
others intermittent, in some described as spotting. 
Ten per cent. of cases had lost one or more periods 
and 25 per cent. had no menstrual irregularity. In 
a series of 30 cases no decidua was shed in 16 cases 
and no irregular uterine hemorrhage occurred in 
four cases. The uterus was found to be enlarged 
in the majority of cases. Out of 27 cases eight had 
marked symptoms of pregnancy and eight showed 
none whatever. In 60 cases changes in the breasts 
occurred nineteen times, and decidua was cast off in 
11 cases. Ina series of 30 cases, 6 had all the symp- 
toms of pregnancy, and 11 had only nausea and 
vomiting. 

Shock, feeble and rapid pulse, have occurred in 
nearly all cases of profuse hemorrhage into the 
peritoneal cavity. From the reaction of the peri- 
toneum to the presence of blood, nausea, vomiting 
and intestinal stasis, with consequent meteorism, are 
described again and again. 

Shock and nausea without pulse changes have 
been found frequently with the occurrence of fresh 
hemorrhage into a hematosalpinx, hematoma or 
hematocele. A few cases have been recorded of 
severe intraabdominal hemorrhage and slow pulse. 

Depending upon the location and size of the ges- 
tation sac the uterus will suffer displacement in vari- 
ous directions, or may become fixed by adhesions 
to the tumor. The tumor may be located so as to be 
influenced by change in the volume of bladder and 
rectal contents, when the acts of micturition and 
defecation will be associated with pain. 

Coitus, for similar reasons, may be accompanied 
by pain. Coughing, sneezing, laughing or any other 
act which increases the intraabdominal pressure is 
not infrequently associated with pain at the site of 
the tumor, for reasons already mentioned. 

DirFERENTIAI. D1AGNosis.—The authentic report 
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of more than one hundred and fifty cases of coin- 
cident normal and ectopic gestation must be kept 
well in mind. Retroversion or anteversion of a 
normally pregnant uterus has, to the writer’s knowl- 
edge, confused experienced operators and led them 
to laparotomize the patient. The production of 
abortion might in these instances have been prefer- 
able to a laparotomy. Solid tumors in the pelvis, 
aside from growing rather slowly as compared to 
the continuous distention of a gestation sac, are, as 
a rule, not painful to palpation and give no signs 
of impending rupture; micturition may be frequent 
and constipation marked, but the acts of defecation 
and micturition are not associated with pain. 

It is with cystic tumors of the ovary or uterus, 
hydrosalpinx and hematoma from other causes than 
ectopic gestation, that the difficulty experienced has 
been of sufficient magnitude to prevent differentia- 
tion, and with these affections a doubt will probably 
continue to exist until operative interference tells 
the story. The infectious processes, such as pus 
tubes, ovarian abscess, cornual abscess, and pelvic 
cellulitis, have, as a rule, a fairly well marked his- 
tory of infection before the beginning of the attack, 
as well as signs and symptoms of infection, such as 
leucocytosis, rise of temperature, and increased fre- 
quency of pulse rate, which reach a climax and then 
subside with the production of inflammatory se- 
quele, such as stationary pus sacs and adhesions 
of the different pelvic contents. Perforative appen- 
cicitis with local or general peritonitis has in addi- 
tion to shock a typical history, severe septic symp- 
toms, and not the pulse changes noted in peritoneal 
rupture of tubal gestation. The rupture of other 
abdominal viscera, giving rise to more or less pro- 
fuse hemorrhage into the peritoneal cavity, is usu- 
ally preceded by a definite history of disease in con- 
nection with the organ involved. 

Hemorrhage into malignant growths in the abdo- 
men or pelvis may simulate rupture of an ectopic 
gestation sac, as may also acute sudden hemorrhage 
into the intestinal wall. In the former condition a 
previous tumor with definite characteristics will 
usually clear up the diagnosis, and in the latter the 
position which is assumes does not, as a rule, cor- 
respond to that of ectopic pregnancy. 

Of the five cases occurring in my own service, 
two were tubal abortions with encapsulated hema- 
tocele, one unruptured and two ruptured, all being 
of the tubal variety. Cases I and II were seen in 
consultation and operated upon within a few hours 
after examination. A tumor the size of a fist was 
present in the left pelvis of both patients. It was 
tender to touch. Both had been curetted for a sup- 


posed abortion. In one the hematocele was in- 
tact. The other had half a pint of blood free in the 
abdominal cavity and a hole in the lower part of the 
sac showed where secondary rupture had taken 
place. A portion of the omentum had forced itself 
into this aperture and had practically occluded it. 
Case III was a three or four weeks unruptured 
tubal pregnancy, found accidentally while operating 
for a large ovarian cyst. The left tube was involved. 


Case IV. Primipara, age seventeen. Had missed 
two periods, after which she experienced sharp local 
intermittent pains in the right side of the pelvis, ac- 
companied by some rise of temperature. Examina- 
tion revealed a tender mass, the size of an orange, 
occupying the right side of the pelvic cavity. The 
symptoms subsided, and for two months the patient 
was free from unpleasant sensations. One evening 
the intermittent pains reappeared and became so 
severe that they decided the patient should submit 
to operation. The tube was found to have been rup- 
tured, and formed part of the wall of the resulting 
hematocele, which was intact. A small fetus was 
found in the cavity of the hematocele. 

CasE V. Primipara, age 29. This patient had 
been perfectly well, had menstruated regularly and 
normally. One morning, without any warning, she 
experienced a severe localized pain in the right side, 
after which she fainted. Two hours later she re- 
gained consciousness and was able to summon aid. 
Examination at this time revealed a general sore- 
ness in the abdomen. Color and pulse good. A bi- 
manual pelvic examination elicited nothing abnor- 
mal. During the evening and night following, the 
general abdominal soreness increased. A gradual 
pallor spread over the patient’s face and medical aid 
was again summoned in the morning. She was 
then almost pulseless, her face was blanched and she 
appeared to be in collapse. She was at once re- 
moved to a hospital and the operation was per- 
formed immediately. The peritoneal cavity con- 
tained about three or four pints of free blood and 
some recent clots. The tube was found to have rup- 
tured near the tubo-uterine junction. Chorionic villi 
were found in the sac within the tube, but the fetus 
could not be found. 

Case VI. M. S., age 31. Had a child ten years 
ago, and a number of miscarriages since, the last 
one occurring one year ago. She had menstruated 
regularly up to six weeks before the onset of symp- 
toms. She considered herself normally pregnant. 
One evening a sudden pain was felt in the right side 
of the pelvis. Examination revealed a tender mass, 
the size of a large orange, firmly fixed in the pelvis ; 
pulse and temperature normal. The following day, 
pain had disappeared except some soreness over the 
abdomen. Operation demonstrated rupture of a 
tubal gestation and a small quantity of blood in the 
abdomen. A fetus ten weeks old was found in the 
peritoneal cavity. The cord and placental tissue 
were in the tubal sac. The tube was removed and 
the abdomen closed. 
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STOMACH DISEASES, REFLEX AND 
ORGANIC. 


By Maynarp A. Austin, M.D., 


Professor of the Principles of Surgery, State College of 
Physicians and Surgeons, in Affiliation with Indiana 
University, Indianapolis, 


ANDERSON, IND. 


A few years ago medical literature was surfeited 
with papers concerning uterine fibroids and radical 
eperations for cancer. A little later appendicitis 
crowded out all else and attracted more attention 
than any condition the surgeon had had to deal with. 
Gall-bladder disease, especially gall stones, was next 
taken up and the various phases of its many path- 
ologic conditions exhausted. The stomach and duo- 
denal portion of the upper bowel are the latest to be 
given the benefit of the comparative experience of 
surgical intervention, and the result has permitted 
tle surgeon to account for many failures in treating 
stomach diseases. I do not wish anyone to think 
that stomach diseases have passed out of the hands 
of the internalist and become a monopoly of the sur- 
geon, but I do wish to emphasize the fact that in the 
sequence of hyperacidity, gastric ulcer, duodenal 
ulcer, cholecystitis, cholelithiasis, pancreatitis and 
carcinoma, we have conditions that merge so rapidly 
into one another that the surgeon is frequently the 
one man who can offer any certain hope of success 
in their treatment. 

If we take up the average text-book on diseases 
of the stomach, we find that pages and pages are 
given up to the diagnosis of the different conditions 
by laboratory methods, and still further pages and 
pages are devoted to discussions of the value of 
Gietetic treatment. Viewing these facts in the light 
of the most recent investigations, we find clinicians 
eliminating laboratory methods from their work 
until after the case has been exhausted from every 
other standpoint of diagnosis. Again we find such 
radical differences as to diet schedule prescribed by 
different men that one scarce knows whether to 
“starve ‘em or stuff ‘em.’ In hyperacidity, some 
say avoid meat, for it stimulates acid secretion; 
others advise a meat diet, because it utilizes all the 
excess of acid that is secreted. Doth are right. As 
to medicine there is the same diversity. Some ad- 
vise the avoidance of stomachics in any and all 
forms. Dr. Musser says he has had better results 
with tincture of nux vomica in increasing doses, 
than with any other remedy. 

Probably no greater opportunity for the observa- 
tion of this class of cases is to be had any place than 
in Rochester, Minn., and Dr. Mellett, who has 
charge of this part of the Mayo clinic, has stated 


that the findings in the chemical examination of the 
gastric secretion are so markedly uncertain and ir- 
regular that their results are considered as only one 
factor in making up a diagnosis. Hyperacidity 
symptoms can occur with normal and even subacid 
stomach contents. Hyperacidity symptoms may 
disappear, leaving the stomach content with a 
greater amount of hydrochloric acid than was pres- 
ent during the acute attack. We have all been 
taught that certain symptoms in the presence of an 
excess of hydrochloric acid were significant, if not 
proof positive of gastric ulceration. We have also 
been taught that other symptoms, associated with 
absence of hydrochloric acid were indicative of a 
destruction of the acid glands and showed the onset 
of carcinoma. But our first case had no hemor- 
rhage and suffered no pain and the last case survived 
our malignant prognosis. We all know that the 
secretion of gastric fluids is influenced by any and 
all nervous impressions,—hunger, thirst, fright, 
worry, etc., and in aspirating the stomach contents 
of our average patient, with the stomach tube, we 
encounter certain opposition,—resistance, worry 
and fright. This means that our average patient 
must become used to the stomach tube before his 
normal stomach contents can be aspirated. 


When we shall take up the stomach as the one ab- 
aominal organ reflexly in sympathy with every other 
part of our bodies, correctly diagnosing and eli- 
minating functional disturbances by getting rid of 
the peripheral cause, we shall be able to control and 
cure 95 per cent. of our stomach cases. What are 
some of these peripheral causes that directly affect 
the stomach? 


First, the presence of gall stones. These are our 
most common cases and usually give a history of 
treatment for neuralgia of the stomach. Many men 
at the present time deny the possibility of such a 
condition. Most patients refer their pain, during 
these attacks, to the pit of the stomach, but many 
of them complain of it extending into the back, 
under the shoulder blades and up the front of the 
chest even as high as the neck. There will be a 
history of other attacks coming on suddenly and 
leaving as quickly. Vomiting sometimes gives relief 
if it is sufficiently severe to produce a complete 
relaxation of the patient afterwards. A closer ex- 
amination will discover that the area of pain radi- 
ates from a point directly under the ninth rib, on a 
line passing from the right nipple to the umbilicus. 
Such a patient, during acute attacks and for a 
considerable time afterwards, will be so sensitive 
at this point that pressure cannot be kept there 
during any effort at inspiration. Another sensitive 
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area found in examinations of stomach conditions, 
reflexly caused by gall-bladder disease, is a space 
to the right side of the spine afong the eleventh and 
twelfth dorsal and first lumbar vertebre—“Boas’ 
area.” 


What will be the usual history of those stomach 
cases where the gall-bladder has been ignored in 
naking up a diagnosis? Moynihan says: “The 
manifestation of the presence of gall stones is never 
referred by the patient and rarely by the medical 
man, to the gall-bladder and bile ducts. The earli- 
est symptom, that which for years, in almost all the 
cases, caused intense suffering at times, is indiges- 
tion. The variety of names given to the symptoms 
of epigastric nausea is infinite. Indigestion, gastric 
catarrh, neuralgia of the stomach, spasms and 
flatulent distention of the stomach are a few of those 
most frequently encountered. They are, as can be 
seen, referring the trouble to the stomach and not 
to the liver. The greatest fault in clinical work has 
been the expectation of finding jaundice which actu- 
ally occurs in less than ten per cent. of gall stone 
cases, 

With cases of chronic stomach trouble that have 
lasted for years, passing through the phases of 
chronic indigestion and neuralgia of the stomach, 
what can we advise as to further medical treat- 
ment? Can our patients all afford a vacation of six 
months or a year at some of the baths or spas of 
Europe? Can they afford to spend a goodly portion 
of their time at some of our own mineral springs 
and resorts? If they cannot do these things and if 
attacks still continue, we know that the only consis- 
tent advice that can be given is to secure surgical 
relief. 

However, gall stones do not of themselves produce 
all the symptoms they are blamed for. It is only 
when gall stones accompany an inflammatory condi- 
tion of the gall-bladder that the patient becomes dis- 
couraged with his symptoms and their ineffectual 
treatment. As long as we can eliminate or con- 
trol the infection, and the stones remain in the gall- 
bladder, the patient will have complete relief. If 
this can be done for a long enough period, the gall- 
bladder may contract down upon the gall stones, 
obliterate the cystic duct and thus a permanent 
cure result. The medicinal measures that we would 
use in an infection in any other part of the body are 
the ones that are of the greatest value to us in chole- 
cystitis. The persistent use of the smallest efficient 
amount of some saline cathartic, especially mag- 
nesium sulphate, in two-grain doses, five or six 
times a day, with as much hot water as can be 
taken, will serve to keep the stomach and duodenum 


clean, and hasten the passage of the bile out of the 
common duct. The administration of the glyco- 
cholate of sodium in ten-grain doses, three times 
a day, will secure a cholagogue action and thin the 
bile to such an extent that further crystallization 
of the bilirubin and cholesterin will be prevented. 

Another peripheral factor in the production of 
reflex stomach conditions is movable kidney. This 
floating organ may produce symptoms by traction 
and reflex nerve irritation through the renal 
branches of the solar plexus or directly by pressure 
upon the gall bladder, the duodenum, the small 
intestine, the colon or the stomach itself. 

I was called in consultation to see a young lady 
wh» was supposed to have been suffering with 
teuralgia of the stomach. The attending physician 
informed me that she had passed through a num- 
ber of similar attacks. Recently he had noticed that 
transient jaundice followed and concluded that the 
girl might have gall stones. She was suffering with 
severe pain in the pit of the stomach that extended 
to th: right side and into the back. She had vomit- 
ing and hypersensitiveness over the right side and 
especially marked in the gall bladder region. On 
examination, a displaced kidney was found press- 
ing upon the second portion of the duodenum and 
tte common bile duct and gall-bladder. On placing 
the patient in the knee-chest position and manipulat- 
ing, the kidney slipped back into its place, and per- 
fect relief was obtained. A little later I operated 
upon this patient suturing the kidney into its proper 
place and giving the girl permanent relief from all 
her former troubles. 

Other conditions may simulate gastric disorders. 
I was called recently to see a young man, who I 
was told was having attacks of stomach trouble, and 
another physician had made a diagnosis of catarrhal 
appendicitis. An examination of the abdomen 
showed general soreness with a history of cramps. 
There was slight fever and constipation, nausea 
and pain in the stomach, the pain radiating to the 
right side when very severe. The abdominal ex- 
amination was negative of any special findings, yet 
when I examined the mouth I found a blue line on 
the gums at the edge of the teeth. This, associated 
with the patient’s work as a printer, permitted me 
to make a diagnosis of lead poisoning. A teaspoon- 
ful of a saturated solution of magnesium sulphate 
every two hours, and change of occupation, have 
effected a cure. 

At this point let me suggest that we should never 
overlook the fact that a dentist can help us with 
miany cases of stomach disturbance, for foul teeth 
and an infected mouth will cause as much trouble 
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above. the stomach as gall stones and an infected 
gall-bladder will below. 

We come now to stomach conditions proper, and 
what have we left? Acute and chronic gastritis. 
And what is the treatment of these conditions? 
Eliminate the gause of the irritation. In acute cases 
a purge; in chronic cases, imperfect mastication, 
bolting of food in large masses and large amounts 
at irregular intervals, or the ingestion of improperly 
cuoked food. In gastric neurosis, we eliminate the 
cause if we can possibly find it, and the cause 
eliminated, the disease cures itself with the aid of 
mental suggestion. Dilatation of the stomach is 
but the result of over-taxation or an obstruction to 
the pylorus. With either of these two conditions, 
we must ask ourselves as to what value medicine, 
lavage, etc., have been. With a dilated stomach 
we have a retention of food for a variable time and 
in variable quantity up to two gallons. What can 
we expect to do with a teaspoonful of medicine in 
a gallon of slop? What are the indications in such 
a case? Our answer can be but one thing, drain- 
age. 

A painter, aged 28, was referred to me from 
Martinsville. He gave a history of ulcer of the 
stomach from which he had suffered at times for 
years. The first attack occurred about ten years 
ago. For the past five years he had suffered with 
indigestion, sour eructations and vomiting. For the 
past two years the quantity of material vomited has 
gradually increased and when he came to me for 
examination I withdrew four quarts of fluid from 
his stomach. The dilatation extended half way to 
the pubes from the umbilicus. I advised a gastro- 
enterostomy and afterwards performed it. The 
operation united the lowest portion of the stomach 
to the first portion of the jejunum. The patient sat 
up on the third day and left the hospital within 
two weeks, and instead of vomiting every night 
most of the food he had taken in the preceding 
twenty-four hours, he has had no pain, no vomiting, 
nc distress and now, one year after the operation, 
is able to satisfactorily dispose of anything he eats. 
This patient had a constricted pylorus, caused by 
the scar tissue of the earlier ulceration. 

A few years ago gastric ulcers were found in 
from less than 0.5 per cent. to 2 per cent. of autop- 
sied cases. This percentage has risen until from 
5 to 8 per cent. is recorded on the Continent, and 
Griinfield of Copenhagen, in 450 recent autopsies, 
found gastric ulcers in one out of every five cases. 

Gastric and duodenal ulcers are having to answer 
to the question that was made concerning appen- 
dicitis. Why are they so frequent now? They 


probably are not more frequent than they ever were. 
We simply are able to make a diagnosis and are 
giving our patients'a chance to live, when hereto- 
fore they have conservatively died. Since taking 
up and studying thoroughly the upper abdominal 
regions, I have found a solution to many of the 
problems in past cases. In consultation, I have 
seen two cases of perforative ulcer in the past year. 
Both were in dissolution before surgical interven- 
tion could be suggested. I held an autopsy on each 
case and found the perforation, one on the anterior 
and one on the posterior wall of the duodenum, 
within an inch of the pyloris. One had been treat- 
ed for gastric catarrh and the other for appendici- 
tis. The signs and symptoms of a duodenal per- 
foration are very similar to those of a perforated 
appendix,—pain, rigidity, absence of liver dullness, 
and dullness in the right side, from the gravitation 
of fluid to that region. Operations in cases of per- 
foration are rarely successful after eight hours. 
However, suture of the perforation, irrigation of 
the abdomen and suprapubic pelvic drainage with 
the patient kept in the sitting posture, has given 
eighty per cent. of recoveries where immediate 
operation was performed. 

Mayo, in a paper in the Journal of the American 
Medical Association, October 21, 1905, summarizes 
the situation in this manner: “What results can 
surgery show in this field? (1) It has demonstrat- 
ed the clinical frequency of ulcer of the stomach 
and duodenum. (2) It has developed a symptoma- 
tology which enables the diagnosis to be made, and 
has demonstrated the operative curability of ulcer 
and certain associated disorders. (3) It has 
brought back to a safe ground a large number of 
ulcer victims, who after repeated medical cures, 
had taken to fakirs, patent medicine venders, 
Christian Science, or were making the best of their 
condition and using patent foodless foods and a re- 
stricted diet.” 

Strange as it may seem, with all the knowledge 
that surgeons have gained, in examining the stom- 
ach by laparotomy, we find but little mention of the 
value of their services in even the most recent 
medical text-books. Probably better results have 
been had by starvation methods than by any medi- 
cine that has been administered, but what can star- 
vation methods promise for the future? The 
patient daily loses ground and he runs many 
chances of sudden death by perforation or hemor- 
rhage. Food must be given by the rectum for two 
or three weeks, and by the stomach most carefully 
for six months thereafter. How many chances 
would we take with a similar condition of the ap- 
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pendix? None, I am sure, for the reason that the 
pathology has been so carefully studied by the sur- 
geon, and the profession has taken advantage of 
the facts he has learned. 

Gastric ulcerations demanding surgical inter- 
ference have been classified by Dr. Cabot of Boston, 
as follows: “ (1) Perforating ulcers of the stom- 
ach. (2) Bleeding ulcers in which the hemorrhage 
either cannot be controlled by medical means, or 
having been controlled, tends to recur, thus placing 
the patient’s life in immediate danger. (3) Cases 
with a long history of dyspepsia culminating in 
hemorrhage, after the hemorrhage has been con- 
trolled by medical means and the patient put in 
proper condition for operation. (4) Cases of 
chronic dyspepsia, without dilatation, which fail to 
yield to proper medical treatment. (5) Cases of 
intermittent, recurring hemorrhages which, though 
individually small in amount, tend by their persist- 
ency to produce a profound anemia. (6) Cases of 
chronic dilatation of the stomach which fail to yield 
to medical treatment and are due to a general vis- 
ceral ptosis.” 

The pancreas is another of the upper abdominal 
organs that should be thought of when we are 
called to see a patient suffering with collapse, severe 
pain in the epigastric region, early abdominal dis- 
tention and peritoneal effusion. These acute cases, 
however, are always of such severity that one is 
pleased to have some consultant share the responsi- 
bilities in the case. 

It is the chronic cases whose surgical importance 
it is necessary to remember, those cases of “indiges- 
tion’’ which have been treated so unsuccessfully, 
whose cause has been ascertained and whose termi- 
nation may be death from perforation hemorrhage 
or cancer. My hope in this paper is to bring out 
some of the reasons why in every case of stomach 
trouble, one should make a most thorough exami- 
nation of the entire abdominal region, eliminating 
the presence of gall stones or an infected gall blad- 
der, ulcer in the stomach or duodenum, a displaced 
and movable kidney or a chronically inflamed ap- 
pendix. If we shall have eliminated all these things 
and the stomach is not dilated or associated with a 
general visceral prolapse, these stomach cases ought 
to get well very speedily and under yery simple 
treatment. We should not, however, expect our 


physical findings to give us information in all our 
cases, for we rarely are fortunate enough to see 
our patients in their first attack. The condition that 
we may have to contend with will be pyloric spasm 
or stenosis, gastric scars, or perigastric adhesions. 

Finally let me suggest that it is well to exclude 


inflammation of the kidney when no sign of abdom- 
inal disturbance can be found associated with vague 
stomach disorders. Also remember that some of 
the worst pains in the abdomen can sometimes be 
relieved by potassium iodid if one secures a history 
of syphilis in the patient. 

Pelvic disorders, both in men and women, but 
especially in the latter, are prone to the encourage- 
ment of those vague stomach and bowel conditions 
that we formerly classed as cases of intestinal indi- 
gestion. A man from a neighboring city was re- 
ferred to me recently, who had been ineffectually 
treated for gastritis for more than a year. Abdomi- 
nal examination was entirely negative, and exami- 
nation of the stomach contents showed no marked 
deviation from the normal. At the second exami- 
nation I found the man to be suffering with a 
chronic pesterior urethritis, and the relief of this 
condition was followed by an abeyance of the for- 
mer stomach symptoms. 

I have not taken up carcinoma, as its considera- 
tion demands a paper of greater length than this. 
Suffice it to say that a suspicion of cancer should 
be immediately verified or disproved by all our 
methods of eliminative diagnosis, including explor- 
atory operation. If cancer is diagnosed early 
enough, a gastrectomy may serve the patient. If 
the exploratory operation reveals an advanced con- 
dition, a gastro-enterostomy will remove the fear- 
ful possibility of death by starvation and possibly 
extend life a half year. 

A cancer case operated upon by me this year, 
had taken no nourishment by the stomach for six 
weeks. He was almost moribund when I advised a 
gastro-enterostomy. This was done and stomach 
feeding was commenced on the third day. In two 
weeks the patient was eating a full meal. In six 
weeks he had gained twenty-four pounds in weight 
and sufficient vitality to resist the inevitable for five 
months, death occurring from general carcinosis. 

In conclusion, we must remember that “the prac- 
tice of gastro-enterology has been revolutionized, 
both as regards accuracy of diagnosis and direct- 
ness of therapy; but the general practitioner has 
not kept pace with these advances because of the 
relative infrequency of the cases themselves and the 
diversity of etiologic factors. All surgical opera- 
tions must be based on three factors. First, the 
prognosis under continued medicinal treatment; 
second, the immediate result of the operation, and 
third, the ultimate result of the operation. The in- 
ternalist must decide the first, the surgeon the sec- 
ond, and both the third factor.” 

359 Union 
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BLOOD EXAMINATION IN SURGICAL 
DIAGNOSIS. A PRACTICAL STUDY 
OF ITS SCOPE AND TECHNIC. 


By Ira S. Witz, M.D., 
NEW YORK CITY. 


(Continued from the March number.) 


Leucocytosis is a general term 
describing a transitory increase of 
the leucocytes in the peripheral 
circulation. It is of two types—absolute or rela- 
tive. Absolute leucocytosis is an actual increase in 
the total number of white cells circulating in the 
blood. Relative leucocytosis is an actual increase 
ir the total number of any single type of white cell 
with or without an increase in the total number of 
circulating leucocytes. 

Relative leucocytosis varies according to the type 
of leucocyte which is increased beyond the normal 
average. Lymphocytosis is the term applied to a 
relative leucocytosis in which the lymphocytes are 
increased beyond the normal average. Eosinophilia 
and hypereosinophilia are terms applied to relative 
leucocytosis wherein the eosinophiles are increased. 
In eosinophilia the increase is usually also absolute. 
Basophilia is the name applied to relative leucocy- 
tosis attended by an increase of the basophiles. The 
leucocytosis ordinarily referred to when leucocytosis 
is surgically considered is the polynuclear type. 
This type presents an increase of the polynuclear 
neutrophiles. The increase may be physiological 
or pathological. It is the most important leucocy- 
tosis viewed surgically, although the other types are 
of immense diagnostic importance, also. 

Leucopenia or hypoleucocytosis is a condition 
of the blood wherein the total number of circulating 
leucocytes is decreased. 

In acute infections and numerous 

IoporHIL1A other conditions the leucocytes pre- 

sent what is called a glycogenic reac- 

tion or iodophilia. To secure the reaction the fol- 
lowing solution is convenient: 


TYPES OF 
LeEvucocyTosIs 


The technic is simply as follows: Make a rather 
thick blood smear. Allow it to dry in the air. Place 
2 drop or two of the above solution upon the blood 
aad cover with a cover slip, pressed down so as to 
force out the excess of stain. Allow fifteen min- 
utes to elapse for the reaction to be completed. The 
whole field will be stained yellow. In certain condi- 


tions the polynuclear cells are found to contain 
granules of various sizes and shapes, which assume 
a brownish or brownish red color. The granules 
vary in arrangement in different leucocytes. This 
reaction is known as the intracellular reaction. In 
the plasma are found masses staining similarly— 
round or oval and small, like platelets and, indeed, 
regarded by some as platelets. These masses form 
what is called the extracellular reaction. The in- 
tensity of the color of the granules, and the number 
of cells showing the granules, determines the de- 
gree of the glycogenic reaction. Normally the pro- 
toplasm of the leucocytes is yellow and the nuclei 
are unstained. (Figs. 19, 20.) Oil immersion 
is required for this examination. 


Fig. 10. Moderate Iodophilia. (After Wood.) 


The primary division of red cor- 

Types oF Rep puscles depends upon the presence 

CorPUSCLES. or absence of a nucleus. If a nu- 

cleus is present the cell is called a 

“blast,” if no nucleus is present it is called a “cyte.” 

The secondary division is on a basis of the size. 
Hence there are six types of red corpuscles: 


cyte 
Normo {hae 


cyte 
Megalo {bia 


cyte 
Micro 
(Fig. 21.) 

The normocyte or ordinary red corpuscle is a 
biconcave disc, averaging 7.5 microns in size, con- 
taining an iron albumen (hemoglobin), surrounded 
by a delicate membrane. In fresh specimens the 
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discs have a tendency to join together so as to form 
rouleaux. The unstained specimen appears amber 
yellow, with color deeper at the thick periphery and 
light at the thin center. The corpuscle takes an 
eosin stain. As the center of the corpuscle is thin 
and contains little hemoglobin, which is the part of 
the corpuscle that takes the stain, the stained cor- 
puscle may show a transparent center. If a spread 
is very thin and quickly dried, the cel! may swell so 
as to obliterate the transparent center. The cells 
are easily crushed or distorted in spreading. If the 
cells appear oval and their long axes all point in the 
same direction the condition is artificial and due to 
the spreading. 

The normoblasts are all under 10 microns in size 
and contain a nucleus. The nucleus is single, at times 
trilobed, usually central, and about one-third the di- 


Marked Iodophilia. 


(After Wood.) 


Fig. 20. 
ameter of the cell. Occasionally there may be more 
than one nucleus. The nucleus stains intensely with 
basic dyes. It exhibits no nuclear network but 
rather coarse bands of chromatin arranged radially. 

Megaeocytes are large corpuscles 10 to 20 mi- 
crons in size, showing less marked biconcavity. 
Some of the large cells show a wrinkling or folding 
of the surrounding membrane. These cells are 
prone to degenerations. 

Megaeoblasts are characterized by nuclei showing 
a well-marked chromatin network. The body of the 
cell is frequently degenerated (polychromato- 
philia). The nucleus often has a turban appear- 
ance, is often stellate and frequently shows mitotic 
figures. 

Microcytes are small, under 5 microns, and show 
no concavity. They frequently look like mere frag- 
ments of hemoglobin. They stain deeply and show 
evidences of degeneration. 

Microblasts are rarely noted. They appear as 
very small nuclei surrounded by little hemoglobin. 


nisocytosis is a term used to indicate marked 
variations in the size of the red corpuscles. 

Poikilocytosis is a term given to irregularities in 
the shape of red corpuscles. Poikilocytes are ir- 
regular, pear-shaped or even found like an hour- 
glass. They usually stain quite deeply. This type 
is very common in severe anemias. 

Polychromatophilia describes a degenerative 
change in the red corpuscles wherein they take a 
basic stain in addition to the acid stain. Normally 
red celis do not take a basic stain save in very old 
smears. Il‘requentlyy poikilocytes and megalocytes 
appear to take a slight basic stain. 

Punctate basophilia, granular degeneration or the 
basophilic granulation of Grawitz, is a condition 
of the red corpuscles wherein minute granules 
taking a basic stain are found scattered in the cor- 
puscles. The number of these basic points varies, 
There may be as few as six or seven or the whole 


Fig. 21. Red Corpuscles. 1, Normal red corpuscle. 2, Crenated red 
corpuscle. 3, Poikilocytes. 4, Normoblast. 5, Microblast. 

6, Megaloblast. 7, Megaloblast with Karyorrhexis. 
ccrpuscle may be dotted with them so as to have a 
stippled appearance. The granules are irregularly 
distributed but are most numerous around the 
periphery of the cell. 

The platelets or “plaques hemato- 
blasts” (Hayem) are 1/3 microns in 
size, round or oval, and contain no 
hemoglobin. No biconcavity is noted. The 
cells are very fragile. Outside of the body they 
tend to become sticky very easily, so that in mi- 
croscopical preparations they are usually found in 
clumps, between which strands of fibrin may be 
seen to run. While it is generally stated that plate- 
lets possess no nucleus one may make out an irregu- 
lar structure which at first glance appears to be a 
nucleus; but it does not contain chromatin. The 
platelets are frequently mixed with plasmodia 
malariz, especially when a platelet chances to lie 
over a red corpuscle. 

The platelets number 200,000 to 860,000 per cu. 
To count the platelets or to determine their 


PLATELETS 


mm. 
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relation to the red corpuscles is of too little prac- 
tical importance or clinical value to warrant dis- 
cussion from a surgeon’s point of view. 
It is important to study the rapid- 
COAGULATION ity of blood coagulation outside the 
body, despite the fact that it presents 
many differences from coagulation within the body. 
The time of coagulation depends upon the tempera- 
ture, the nature of the receiving vessel, whether 
rough or smooth, whether the blood comes from a 
deep incision or a superficial cut, and the length of 
time the blood drop is allowed to be in contact with 
the tissues incised. The coagulation time will vary 
according as the blood is forced out or allowed to 
well up. The last drops from an incision clot more 
rapidly than the first drops. The time of coagula- 


A B 


Fig. 22. A, Incomplete coagulation. B, Complete coagulation. 


ticr. is shorter in the morning than in the afternoon. 
Foods affect the coagulation also, so tests should 
not be made directly after eating. The main point 
is to develop a uniform technic, so as to exclude, 
as far as possible, errors from the various factors 
influencing the time of coagulation. The blood is 
secured from a thoroughly cleansed finger. It must 
be allowed to flow freely and without pressure. The 
first drop of blood is not used. The second drop 
coagulates a little more quickly than the first, but 
is safer to use for the work. The time is taken 
from the appearance of the drop on the skin. 

The crudest test for coagulation is simply to re- 
ceive the blood drop on a glass slide and run a 
needle across it every half minute. When coagula- 
tion is complete the clot is dragged off the blood 
drop. An improvement over this method which is 
at least serviceable is as follows: A blood drop is 


placed on an absolutely clean glass slide and covered 
with a deep dish to prevent evaporation and the 
action of air currents. At short intervals the slide 
is tilted to the vertical position. When held in this 
position the profile of the blood drop forms a sym- 
metrical mound-like convexity when coagulation is 
complete. When coagulation is incomplete, the 


drop appears tear-shaped. (Fig. 22.) Five min- 


utes is the normal average. 


The method which is most accurate but requires 


a microscope, is that of Russell and Brodie. (Fig. 


Fig. 23. Coagulometer of Russell and Brodie modified by Boggs, 


(Emerson. ) 


23.) The apparatus required consists of a moist 
chamber with a glass bottom. A truncated cone of 
glass projects into the moist chamber. The lower 
surface of the truncated cone is of a definite size 
to insure a uniform sized blood drop, which should 
just cover the surface. The glass cone is adjusted 
in the moist chamber as quickly as_ possible. 
Through the side of the chamber extends a fine 


¢ 


Fig. 24. Movement of cells during coagulation. (Emerson.) 


tube exteriorly, connected with rubber tubing and ¢ 
bulb. By pressure on the bulb a current of air is 
directed against the blood. The whole apparatus 
fits on the stage of a microscope. Using a low 
power (2/3 lens, B. & L.), the cells are observed as 
the air current is directed against the blood drop. 
The blowing should be at as long intervals as pos- 
sible and too great force should not be used. The 
corpuscles at first move freely. (Fig. 24, A.) As 
coagulation begins, they move in clumps. (Fig. 
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24, B.) As it proceeds, the clumps no longer move 
as such but the entire mass moves as a whole. (Fig. 
24, C.) When coagulation is complete, the mass 
will move toward the center while the air current 
is acting upon it and spring back to place when the 
air current ceases. This marks the end of coagula- 
tion. To prove that a clot has been formed, it is 
only necessary to remove the glass cone and touch 
the blood drop to a piece of filter paper. 
(To be continued.) 


THE AMBULATORY TREATMENT OF EPI- 
DIDYMO-ORCHITIS. 


By HucGu Crouse, M.D., 


EL PASO, TEX. 


The economic viewpoint of our patients must al- 
ways be weighed before deciding upon the method 
of treatment in any type of illness. A method of 
treatment that will permit a partial, if not complete, 
continuation of the usual employment is to be de- 
sired in any case, provided that the risks as to life 
and complications are not thereby increased. To 
successfully secure to a patient the privilege of con- 
tinuing his vocation with such a sickening, painful 
complaint as epididymo-orchitis demands the adop- 
tion of several men’s methods and their combina- 
tion into a single treatment. An experience dating 
back to 1894, and covering the observation of 174 
cases during that time, permits me, I .believe, to 
confidently make the assertion that by so combining 
other men’s methods a successful treatment, and a 
treatment of an ambulatory type as well, can be 
secured. 

In 1894 I first read an extract in the American 
Surgical Bulletin, July 1st, 1894, of an article by 
Balzer and Laconi, originally appearing in La Sem- 
aine Medicale, Volume 12, page 173, 1894, upon 
their experience with guaiacol applied pure to the 
area of the scrotum covering the diseased organ, in 
blennorrhagic epididymo-orchitis. So warmly did 
they commend the application of ten to fifteen min- 
ims of pure guaiacol, morning and evening, that I 
attempted it in a case occurring in the person of a 
colored man. In speaking of its action they stated 
that at first it would produce a strong sensation of 
burning, lasting about ten minutes, that an erythema 
would temporarily result, that the epidermis would 
then become dry, and next would split and exfoliate. 
They claimed no deleterious action would result 
upon resolution ; that guaiacol would calm the pain, 
lessen the fever, and ‘control the agitation and in- 
somnia of the patient. Its mode of action was stated 


to be a complex process, absorption causing anes- 
thesia of the cutaneous nerves, and this anesthetic 
effect being transmitted directly to the centers of 
thermogenesis, and reflexly to the cord and testicle. 
A number of cases were cited to corroborate their 
statements. 

Deciding upon the adoption of the treatment, my 
method was as follows: After painting the swollen 
parts I covered them snugly with smoothly, thickly 
applied absorbent cotton, over this with a piece 
of oiled silk, and over all a back strapped suspen- 
sory bandage of ample form. In reading Finger’s 
book upon genito-urinary disorders, first published 
in 1888, shortly after this, I found that it described 
a method of suspension known as the Langlebert’s. 
Its constituent parts were a thick layer of cotton 
wool, with which both testicles are enveloped, a 
piece of gutta percha or oiled silk over this, and 
over all a suspensory bandage of linen. Inadvert- 
ently, then, I had been using upon my patient three 
men’s methods, viz.: Balzer and Laconi’s guaiacol 
application, and Langlebert’s suspension—practi- 
cally the treatment that I am still using modified but 
in few details. 

Burnett’s article in the volume on genito-urinary 
diseases, of Prince Morrow’s system, states that he 
has used, with the most brilliant success, the Ho- 
rand-Langlebert’s method of suspension in epididy- 
mo-srchitis, and in speaking of it states that its use 
has superseded all methods of support in his prac- 
tice because of the admirable results obtained. To 
quote him: “Since I began its use my patient is en- 
abled to go about his work without pain, and with 
but little danger of the return of the inflammation. 
Those patients that refuse to go to bed at the be- 
ginning of the attack can be made comfortable by 
the wearing of this application and are thus per- 
mitted to go on with their business in comparative 
comfort in all these cases where the cord or the 
testis proper is not involved.” George Brewer, of 
New York, commends the same suspension just as 
highly. Each of the above gentlemen comment 
alone upon the Horand-Langlebert’s method and 
do not mention the use of guaiacol at all. Christian, 
surgeon in charge of genito-urinary diseases in the 
University of Pennsylvania, in an article appearing 
in Merck’s Archives, April, 1900, page 156, com- 
ments upon the use of guaiacol in sixty ambulatory 
cases of epididymo-orchitis. In all but six great 
relief occurred in the first twenty-four hours. All 
were able to keep on their feet during the entire at- 
tack, with but little discomfort. Dermatitis did not 
occur in any case. His method was as follows: 
gently massaging the testicles a few minutes with a 
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twenty per cent. guaiacol ointment, lint is then cov- 
ered with the same ointment, the lint then covered 
with cotton thickly applied, and over all a snug laced 
suspensory bandage is applied. In many cases where 
the above bandage could not be secured, a one-and- 
a-half-inch gauze bandage was snugly applied in a 
figure-of-eight, over the cotton covered scrotum. 
The cases were dressed every other day. Nuss, in 
an article appearing in the Bulletin of the Cleveland 
General Hospital, extracted in the March, 1900, 
number of Merck’s Archives, reports three ambula- 
tory cases treated with pure guaiacol, using ten 
drops morning and evening, with prompt result. 
Maurange, in an article entitled “The Ambulatory 
Treatment of Blennorrhagic Orchido-Epididymitis,” 
appearing in the January ‘ith, 1904, number of 
Revue Francais de Medicine ct de Chirurgie, and 
extracted in the February 6th, 1904, number of the 
New York Medical Journal, reported the use of the 
original Langlebert’s suspensory with a mixed 
guaiacol-methyl-salicylate ointment, applied as fol- 
lows: Having bathed the scrotum, lathered, shaved, 
and dried it, the patient is placed in the dorsal de- 
cubitus. Scrotum and contents are then drawn up 
onto the pelvis, and a thick layer of the following 
ointment is applied: 


: Methyl Salicylate 5vi 

Guaiacol gr. xlv 
Lanolin 

Petrolatum 5Vvss 


This is covered with thick layers of ordinary non- 
absorbent cotton. Under the scrotum a strong band 
of cotton is then packed, the ends given the patient 
to hold, who thus supports the scrotum until the 
conclusion of the dressing. A layer of cotton is 
next slid in front between the penis and scrotum, 
another between the penis and pubis. Over this is 
applied yet more cotton and then a layer of taffeta 
having a hole for the penis; then, according to 
Langlebert’s method of forming a suspensory, a con- 
siderable quantity of cotton in thick layers is placed 
over the scrotum. The loins and upper part of the 
thighs are then bandaged, the dressing being con- 
cluded by a strong compressing double spica of 
gauze, which includes the upper part of the thighs 
and the loins. 

Keyes, in his last edition of Genito-Urinary Sur- 
gery, page 726, claims that guaiacol applied pure is 
the most efficacious method of aborting or treating 
orchido-epididymitis. Where the epidermis is ex- 
ceedingly sensitive he uses instead of a pure prepa- 
ration, a fifty per cent. or as low as a ten per cent. 
solution of guaiacol in glycerin. He claims that 
when a case is seen early one application will abort. 


Continuing, he lists Bettman’s methyl salicylate, 1 
part, olive oil, 2 parts, as second to guaiacol. Poul- 
ticing he places third, meaning by such the old 
tobacco poultice, ice poultices, etc. In the subacute 
stage when orchitic pains have ceased he utilizes 
Chetwood’s strapping method, changing and in- 
creasing the pressure daily. The articles needed 
for the Chetwood method are as follows: A light 
strip of rubber six to eight inches long and four 
inches wide, and a piece of adhesive plaster one- 
third inch wide and four inches long. The essen- 
tials of their application are as follows: Lift the 
scrotum up gently, push up and out of the way the 
uninflamed testicle. The inflamed organ is then 
encircled as tight as is comfortable with the rubber, 
io the overlapping end of which is attached the ad- 
hesive, taking care that the line of greatest con- 
striction is above the equator of swelling, in order 
to avoid the slipping off of the rubber. The over- 
lapping ends are smoothed and retained by pulling 
over them the adhesive piece. At times, in order to 
hold the testicles in place until a rubber can be 
snugly adjusted, it is necessary to encircle the 
scrotum rather tightly above the testicle with a strip 
of gauze bandage. 

Lydston condemns compression in the acute con- 
dition, and recommends it in the subacute stage. He 
gives internally pulsatilla in ten minim doses every 
two or three hours. 

lor several years I have never requested a pa- 
tient suffering with blenorrhagically induced epi- 
didymo-orchitis to go to bed. In traumatic orchitis, 
unless the testicle has been severely crushed or other 
parts are sufficiently injured to demand it, I have 
never requested a patient to cease entirely from his 
labor, provided that his labor were not of the man- 
ual day labor type. In malarial, influenzal, rheumatic 
and parotitic types I have been equally successful in 
ambulatorily meeting the testicular complications by 
the following briefly described plans: Upon seeing 
a patient, first, one should be careful to decide upon 
the etiology of the epididymeal involvement, differ- 
entiating carefully the malignant, the tuberculous 
and the luetic from blenorrhagic, traumatic, malar- 
ial, rheumatic, parotitic and influenzal, in order that 
the local treatment may be accomplished by its 
proper systemic régime. Having decided that the 
case is, say, blenorrhagic, the most frequent type, 
one should carefully palpate the enlarged testicle to 
eliminate masked tunico-vaginal effusions, and when 
found that the fluids exist in sufficient quantities to 
demand such, one should aspirate. I have found 


that Burnett’s hesitancy to treat ambulatorily the 
type complicated by involvement of the cord and 
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testicle proper to be unfounded. If such involve- 
ment is found the case is handled the same as plain 
epididymitis, but the prognosis must be varied, for 
where complications exist the disease will be more 
persistent, the atrophy greater, and more probable. 
1 am accustomed to use a certain style of suspensory 
known to the trade as the “O. P. C.,” with back 
straps, although the laced form of suspensory is 
better. One should be careful to secure a small 
original package of Merck’s guaiacol, for if this pre- 
caution is not taken many druggists will substitute 
creosote and severe sloughing will result after its 
application. Having these two essentials, viz.: 
proper suspensory, and proper guaiacol at hand, I 
am accustomed to follow, in part, the Marange 
suggestions. Clip the hairs, lay the patient down, 
elevate the scrotum to deplete the parts as much as 
possible, then cut the absorbent wool so that it will 
amply cover the parts reaching from the perineum 
and projecting up over the cord, I place a piece of 
the wool, smoothly cut, between the penis and the 
abdomen, or permit the cord strip to be so cut as to 
approximate there, taking care that the part for the 
penis protrusion is not made too large. With these 
essentials one is ready for the application of the 
guaiacol, which should be applied to the extent of 
fifteen to twenty-five minims. Then quickly cover 
the entire scrotum, dipping the perineal portion of 
the absorbent wool well under the scrotum, hand 
the cord ends to the patient who will thus support 
the organ, while you cover the wool with oiled silk 
cr gutta percha, which is cut to the same pattern 
as the wool. Work the suspensory from the per- 
ineal region forward over the entire mass, but while 
doing so avoid wrinkling the scrotal covering, slip 
the penis through the opening in the suspensory, 
pass the waist band about the body, buckle back 
straps, and then draw the waist band as snugly as 
possible, elevating the entire scrotal mass as far up 
against and onto the pubis as possible. By the 
latter movement, when properly carried out, one has 
taken all the drag off the cord. By the entire tech- 
nic one has used an antipyretic, antiseptic, anodyne 
drug, which is quickly absorbed, giving its effect 
in a few minutes ; compressed with a well supported 
resilient material an organ demanding vascular 
compression; poulticed the parts by an impervious 
dressing; and by the combination of each of these 
points arranged a treatment that is not alone rapid 
in its curative effects, but has given the patient com- 
fort, for after the first ten minutes of burning are 
over no pain will persist from the drug application ; 
but, besides, one has given the patient as well an 
Opportunity to continue his employment, an econ- 


omic point to be desired. This covers the local 
treatment, which must be repeated every twenty- 
four hours to avoid the wrinkling that occurs in the 
absorbent dressing by moving about. 

Now, as to the systemic treatment. Outside of 
the usual dietary precaution in gonorrhea, a laxa- 
tive should be given daily. I secure good results 
from the following prescription given to the pa- 
tient the first day of treatment: 


Tinct. Aconiti Rad. gr. 1xxii 
Tinct. Pulsatillae 
Tinct. Hyoscyami Siii 
Sodium Salicylat. Sii 
Liq. Ammonii Acetat. ad 3vi 


M. Sig. Two teaspoonfuls in water every three 
hours. 


When the subacute stage has arrived, proven by 
the cessation of further pain, the Chetwood rubber 
method will be found very efficient, applying to the 
scrotal area before it is put on, the following oint- 
ment: 


BR Methyl Salicylate 
Guaiacol 
Ung. Hydrargri 5ss 
Lanolin ad. 3ii 


The patient, when the period of ordinary suspen- 
sion has arrived, should be instructed to avoid all 
efforts of pulling off the exfoliation over the scro- 
tum as infection and slough will at times result if he 
persists in such efforts. The treatment of the urethra 
is abandoned until several days of convalescence 
have passed, when the Boeack silver nitrate method, 
deep-seatedly employed, will be of advantage. In 
some the urethra is never again tolerant to a deep- 
seated treatment, after epididymitis has once oc- 
curred to or, as Bumstead and Taylor claim, there 
are some in whom the simple sounding of an 
urethra will produce a recurrence of the epididy- 
mitis. 


ErHER ANESTHESIA IN THE ANEMIAS. 


The selection of an anesthetic in grave anemias 
is a matter of importance. Da Costa and Kalteyer 
(.4merican Medicine, May 18, 1901), produce evi- 
dence that removes beyond doubt the observation 
that ether causes actual destruction of hemoglobin 
and to such a degree that its use in patients whose 
kemoglobin registers 40 per cent. or less is de- 
cidedly dangerous. Even with 50 per cent. the de- 
mand must be imperative—-Wm. C. WooLsey in 
the Long Island Medical Journal. 
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SURGICAL POSTURES. 
By Martin W. Ware, M.D., 


Adjunct Attending Surgeon, Mount Sinai Hospital ; 
Surgeon to the Good Samaritan Dispensary, 


NEW YORK. 


(Continued from the March number.) 
LaTERAL THORACIC POSTURE. 


The patient who is to be relieved of accumulated 
pus or other fluid in the chest—by the performance 
of a thoracotomy (infants), or resection of one or 


Fig. 15. Lateral Thoracic Posture. 

more ribs (adults)—or is to undergo an extensive 
plastic operation on the thorax, has to be placed on 
his sound side, (Fig. 15.), with both arms forward. 
A cylindrical pillow is placed lengthwise against 
the lower part of the abdomen towards which the 
body leans, thereby assuring a stable equilibrium. 
The thorax should be brought well over towards 


Fig. 16, Position for Amputation of the Breast. 


the edge of the table. With the escape of fluid 
from the chest cavity, the patient is turned into 
the supine position and the pus issuing from the 
side of the chest, thus overhanging the table, flows 
into the pus basin. This change in posture prevents 
soiling of the patient and allows the healthy side 
of the thorax greater freedom in expiratory ex- 
cursion, 


PosTURE FOR AMPUTATION OF THE Breast. 

A very precise posture is called for in the per- 
formance of an amputation of the breast. It ‘does 
not suffice to merely expose the mamma. The body 
must be brought well over to the edge of the table, 
resting upon a wedge-shape pillow. (Fig. 16.) The 
axillary region of the chest wall is thereby better 
exposed. The lateral thoracic wall must extend 
beyond the pillow, so that in the dissection of the 
axillary space the lattissimus dorsi can be easily 
drawn aside. If now the arm is abducted, the ax- 
illa itself will be well exposed, thus favoring a 
thorough investigation of its vessels and nerves. 
The arm should not be placed in hyperextension ; 
for, during the long dissection, a pressure of the 
head of the humerus on the brachial plexus would 
be likely to cause a palsy of the arm and forearm. 
It is best to have a nurse hold the arm in a’ position 
of abduction to a right angle, and from time to 
time vary the degree of abduction as may be called 
for. In the absence of available assistance the arm 


Fig. 17. Meltzer’s Posture for Palpating the Appendix, 


and forearm, enveloped in aseptic towels, is placed 
on a table or on an attachment extending from the 
table. 

The head must always be laterally placed and 
turned away from the site of the operation so that 
exposed particles of sputum or stomach content 
evacuated by retching shall not contaminate the 
wound. 

MELtzer’s PostuRE FOR EXAMINING THE APPEN- 
DIX. 

If the thigh is elevated (actively flexed upon 
the abdomen), with the leg extended (Fig. 17), the 
psoas muscle is brought into contraction. If the 
palpating hand now exerts pressure to elicit ten- 
derness it is possible to locate the tenderness and 
map out swellings to either side of the muscle. 
Thus we may differentiate between affections of the 


: 

K 

4 


April, 1907. 


WaRE—SwRGICAL PosturEs 


AMERICAN 
TOURNAL OF SURGERY. 


113 


uterine adnexa and of the appendix. ~Tenderness 
overlying the muscle may be assigned to the ureter. 
PosTURE FOR PALPATION OF THE KIDNEY. 
(KipNEY BALLOTTEMENT. ) 
The best posture in which to ascertain the posi- 
tion, mobility, size and tenderness of a kidney is a 


Fig. 18. Posture for Palpating the Kidney. 


lateral one, with the thighs flexed so as to relax 
the muscles of the abdominal wall. (Fig. 18.) One 
hand is placed posteriorly and the other anteriorly. 
A thrust of the fingers of one hand will cause the 
kidney to impinge on the palpating fingers of the 
other hand (ballottement). 

An elevation of the shoulders, so as to bring 
about a semi-recumbent posture may favor pal- 
pation and even the knee-elbow posture or a change 
to the erect posture assisted by forced respiratory 
efforts will bring a loose kidney within the reach 
of the palpating hand. 

PostuRE For TAXIS. 

To successfully replace a hernia, whether re- 

ducible or on the verge of strangulation, is spoken 


Fig. 19. Posture in Performing Taxis. 


of as taxis. For this manipulation, whether exe- 
cuted with or without an anesthetic, the patient is to 
be in recumbency, preferably with,the hips elevated. 


In order to relax the structures about the ring, the 
thigh should be flexed, adducted and rotated in- 
ward. (Fig. 19.) The fingers of the left, hand 
grasp the upper limits of the hernia (the neck of 
the sac), and the fingers of the right hand exe- 
cute gentle compression upon the contents of the 
hernial sac, feeding them to the guiding fingers 
of the hand grasping the neck of the sac. Under 
no circumstances should the contents merely be 
forced up against the ring without steadying the 
neck of the sac. 

Any of the above-described manipulations may 
be greatly facilitated by conducting them while 
the patient is in a warm bath. 

PostuRE FoR LUMBAR PUNCTURE. 

To withdraw fluid from the spinal canal for 

diagnostic purposes, or to inject medicaments for 


Fig. 20. Posture for Lumbar Puncture. (Spinal Anesthesia.) 


therapeutic or anesthetic purposes, lumbar punc- 
ture with a very fine trocar or needle is necessary. 
The introduction of this needle is facilitated by hav- 
ing the patient assume the attitude of a bicyclist. 
He is seated, with the hands resting on the table, 
or on an assistant, before him; the trunk is thrown 
forward (flexion of the abdomen on the thighs). 
This attitude (Fig. 20), causes the spine of the 
vertebre to become prominent and widens the in- 
tervetral spaces posteriorly. 

The puncture is made within one inch to the left 
or right of that vertebral spine (usually the fourth 
lumbar), which is on a level with the crest of the 
iiium. The needle is thrust between the laminze 
obliquely upward and inward until fluid escapes. 

(To be continued.) 
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INDICATIONS FOR THE SUBMUCOUS RE- 
SECTION OF THE NASAL SEPTUM. 
By Wirttam Wes tey Carter, A.M., M.D., 


NEW YORK. 


Assistant Surgeon, Manhattan Eye, Ear and Throat Hos- 
pital, New York. 


During the past two years much has been written 
concerning the technic of the submucous operation, 
and large numbers of operated cases have been re- 
ported, while little or nothing has been said about 
the indications for the procedure. The writer, there- 
fore feels that a word upon this subject will not be 

~ amiss. 

Every new operation renders the surgeon, ever 
ready to increase his skill and add to his experience, 
liable to over-indulgence in operative enthusiasm. 
The result is that unconsciously he is apt sometimes 
to be governed by conditions, instead of by indica- 
lions. 

We all know that health and comfort are perfectly 
compatible with a nasal septum considerably de- 
flected and deformed, indeed, we seldom see a per- 
fectly straight septum ; this fact alone should lead us 
to adopt a conservative course in dealing with these 
cases. By conservatism we here mean that the oper- 
ation should be restricted entirely to those cases 
having symptoms that can be traced to the deformed 
septum as the primary cause, for we believe that any 
operation, however simple, is unwarranted unless 
there is a distinct indication for it. 

A brief reference to the author’s method of oper- 
ating may be of interest at this point ;* for a more 
detailed account the reader is referred to his other 
writings on this subject. 

The following method, which I have used during 
the past four years with no essential modifications, 
I wish to recommend as being a simple, safe and ef- 
fective measure. Only three special instruments are 
used; but I have found these ample for meeting all 
the requirements in even the most difficult cases, and 
there is a great advantage in not being harassed by 
a multiplicity of tools. 

The special instruments used are: a combination 
curette and elevator, a punch forceps and a long 
bladed speculum of special design. Any small knife 
can be used in making the incision. 

The nasal cavities are flushed with a physiological 
salt solution, and equal parts of adrenalin 1/1000 
and 10% cocain solution are applied for twenty min- 
utes. 

A vertical incision is made through the muco- 


* Laryngoscope, March, 1906; June, 1906. 


perichondrium from above down to the floor of the 
nose just behind the anterior edge of the septal car- 
tilage. As a rule, I operate on the side of the de- 
flection. The muco-perichondrium on both sides is 
elevated from this slit; the curette end of the ele- 
vator being used both as a sharp elevator and to 
scrape through the cartilage in front to the other 
side. The blunt end, being made of malleable copper, 
can be bent to conform to sharp deflections, and, it 
is used where the perichondrium is less adherent. 
When both sides have been elevated the deflected 
portion of both cartilage and bone are removed by a 
punch forceps that I have devised especially for this 
purpose. This is by far the best method for remov- 
ing the septum; for we can easily remove only that 
portion taking part in the deflection, and the tissue 
is punched out, so that there is no danger of frac- 
turing the cribriform plate or removing a greater 
amount of tissue than we intend. 

The speculum is used only for inspecting the 
muco-perichondrial sac. 

The first and only dressing consists in packing 
both nostrils with strips of plain sterile gauze 
soaked in white vaselin. This is removed in from 
twenty-four to forty-eight hours, and the patient is 
instructed to put vaselin in the nose every night. 

There are many cases of slight deviation that 
would be greatly benefited by punching out only a 
small amount of cartilage along the apex of the 
deflection and where we would hesitate to sacrifice 
the entire septum at one sweep as is done by some 
operators in all cases. 

In contemplating this operation there are some 
iinportant considerations to be borne in mind, and it 
is the object of this paper to emphasize these. 

In the aged it is uncalled for. In the very young, 
it is the writer’s opinion that the operation is posi- 
tively contraindicated. This belief is based not upon 
the fear of any immediate bad results, but because 
we are removing one of the forces that enter into 
the formation of a symmetrical adult nose, and I 
believe that the absence of this factor will result 
later in a malformed organ. An examination of a 
deflected septum shows clearly the vertical strain to 
which it has been subjected, and we are justified in 
assuming not only that the lifting power exerted 
by the septum has been considerable, but that it has 
accomplished much in the way of determining the 
contour of the nose. My observations upon cases of 
standing sufficiently long to judge, is that the sep- 
tum is not reproduced. I am therefore extremely 
skeptical as to whether the septum, even of a child, 
is reproduced. Even if it is reproduced, this would 
hardly occur early enough nor would the septum be 
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of sufficient strength to stand the strain it is nor- 
mally subjected to during the development of the 
nose. 

In the opinion of the writer, under ordinary cir- 
cumstances we are not justified in doing the opera- 
tion to promote catheterization of the eustachian 
tubes, as these cases can usually be treated as well by 
other methods. 

In accessory sinus disease drainage is greatly 
facilitated by correction of septal deflections, espe- 
cially if these are in the upper part of the nose and 
opposite the region of the infundibulum. 

In some cases of hay fever and asthma, a deflec- 
tion, especially if it is high up in the olfactory area, 
may be regarded as a contributory cause, and its re- 
moval may be of great benefit to the patient if done 
in the interval between the attacks. 

The operation should never be done during the 
active stages of syphilis, nor in other grave consti- 
tutional conditions where surgical procedures are 
prohibited, such as diabetes, etc. In tuberculosis, on 
the other hand, I have seen marked beneficial re- 
sults follow the operation in cases where the nasal 
respiration was greatly impeded by the deflection. 

In considering the local conditions we must re- 
mnember that deflection is not the sole indication for 
operation, but there should be unmistakable signs of 
obstruction. I regard the removal of the deflection 
above the inferior border of the lower turbinate as 
of more importance than that of the ridge so often 
present near the floor of the nose, because the former 
encroaches upon both the olfactory area and the mid- 
alle fossa, the chief avenue for the respiratory cur- 
rent; whereas, the septal ridge and incisor crest, 
lying near the floor, are not to be considered unless 
they interfere with drainage. This crest is thickly 
covered with connective tissue which always con- 
tracts after the congestion caused by the deflection 
has been relieved, and thus it ceases, as a rule, to be 
an obstruction a short time after the operation. 
Then, too, the hemorrhage and pain caused by the 
removal of this ridge are very objectionable. The 
only argument in favor of its habitual removal is 
that it adds to the intranasal cosmetic effect, and 
this to our mind is not convincing. 

Acute inflammations of the nasal tissues contra- 
indicate the operation and it should not be at- 
tempted until these have completely subsided. 

Atrophic rhinitis does not contraindicate the oper- 
ation. Two of my cases suffering from this disease 
were greatly benefited ; the breathing space was im- 
‘proved and there was less crust formation. 

The patients who benefit most from this operation 
are probably those having thick, irregular septa. 


This condition is a result of early traumatisms, 
causing the septum to be formed in a thick and ir- 
regular manner. As a rule both sides are obstructed. 
In doing the operation, all of the cartilage, except 
a narrow margin along the dorsum, should be re- 
moved, and usually it is necessary to remove some 
bone. The septum in these cases obstructs chiefly 
by its bulk, and we should not hesitate to remove a 
large amount of tissue. 

In all cases where the obstruction has been 
marked there is considerable hypertrophy of the tur- 
binates. These usually resume their normal propor- 
tions in a comparatively short time after the correc- 
tion of the septum, without other operative interfer- 
ence. 

As regards undesirable after-effects from this 
operation, we believe that there is none, provided 
that the patient is in healthy condition, the operation 
is properly done and no infection gets between the 
flaps. Some of the writer’s cases are of over four 
years’ standing, and one patient received a severe 
blow upon the nose, yet not one shows any falling in 
of the bridge, and what I believe to be the final re- 
sults are all that could be desired. 

69 West FirtretH 


THE IMPORTANCE OF EXAMINATION OF 
THE RECTUM.* 


By Tueropore Brooxs Breck, M.D., 


CLEVELAND, OHIO. 


The importance of an examination of the rectum 
in pathologic conditions affecting this area cannot 
be overestimated, and it is the daily observation of 
the proctologist that the general practitioner too 
often ignores the examination of the ano-rectal re- 
gion. When symptoms, subjective or objective, 
arise from a pathologic condition of the eye or ear 
there is seldom a failure on the part of the physi- 
cian to make an examination of them. It is now 
universally known that rectal reflexes produce at 
times many symptoms suggesting disease of remote 
organs and yet there is no part of the body which 
the physician neglects so often. In endeavoring to 
arrive at a diagnosis the physician is often looking 
ior gallstones, gastric or intestinal ulcer, tumors, 
appendicitis, kidney and uterine disorders, quite for- 
getting that the symptoms found in the given case 
may be caused by a pathologic condition of the rec- 
tum. 

Examination of the ano-rectal region is demanded 
upon the suggestion of its derangement or upon the 


* Read before the Northern Tri-State Medical Association, at 
Elkhart, Indiana, January 8, 1907. 
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failure of the pathologic findings in a given case to 
satisfactorily explain the symptoms. Examination 
of the rectum must be conducted as thoroughly and 
carefully as examination of any other organ of the 
body. It does not matter what the objections to it 
may be, for an exact diagnosis cannot be made 
without palpation and inspection properly per- 
formed. There is no class of disorders that requires 
more minute management than disease of the anus, 
rectum and colon, and in order to accomplish this 
it is absolutely essential that an accurate diagnosis 
be made. 

As an example of the necessity of carefully exam- 
ining the rectum let me report the following case: 

Miss D., aged 27, school teacher, gave a history 
of constipation for two or three months, and in addi- 
tion she complained of indigestion, headache and 
nervousness, all of which made difficult her occupa- 
tion. She had been ordered by the family physi- 
cian to take an indefinite rest for he considered her 
condition clearly a neurosis from over-work. When 
she consulted me I immediately insisted that a care- 
ful examination of the rectum should be made, to 
which she reluctantly consented. I found an anal 
fissure, not involving the mucocutaneous juncture, 
which promptly healed on the divulsion of the 
sphincter and the application of balsam of Peru. 

Anal fissure without pain is not as uncommon as 
the books might lead one to believe. 

Short stiff hairs, pediculi, abrasions, excoriations, 
fissure, fistula, indurations, hemorrhoids, prolapse, 
ulceration, proctitis, colitis, stricture, hypertrophy of 
the valves, adenoma, carcinoma and sarcoma must 
all be kept in mind when making an examination. 

Ulcers high up in the rectum are to be suspected 
of tuberculous origin. They are apt to follow the 
course of the lymphatics and blood supply. They 
are usually irregular in shape, gray in color, have 
a slightly elevated base with sloping sides and un- 
dermined edge. The infection is nearly always sec- 
ondary. Such a case may manifest itself only by a 
chronic diarrhea, as the following case will illus- 
trate: 

Miss C., aged 24, consulted me for an obstinate 
chronic diarrhea. There were frequent evacuations, 
with very slight amount of blood at times, but with 
little or no pain. Digital examination was negative. 
The proctoscope revealed an irregular, gray ulcer 
on the anterior wall. No other ulcers could be 
found. There was noticeable a small amount of thin 
muco-purulent discharge. Scrapings taken from the 
base showed tubercle bacilli, but no giant-cells were 
found. The application of 10% nitrate of silver 
solution, enemata, rest and proper dietetic and hygi- 
enic measures, soon healed the ulcer and the diar- 
rhea ceased. 

Mucomembraneous discharges are almost pathog- 
nomonic of proctocolitis. Fifty per cent. of rectal 


diseases are located in'the hemorrhoidal inch, which 
makes their digital examination quite easy. This. 
part of the rectum is highly endowed with nerves. 
and bloodvessels and is frequently the point of 
origin of rectal reflexes. While pathologic condi- 
tions in this part of the rectum can be diagnosed by 
digital examination, there is one disease that abso- 
lutely requires the use of the proctoscope. The 
presence of a proctitis cannot be diagnosed by the 
tip of the finger. It is always necessary for its diag- 
nosis to use the proctoscope. The following case is. 
illustrative : 

Mr. W., aged 42, consulted me for what was. 
termed an obstinate constipation, endured for two. 
years and apparently getting worse. Six months 
previously he had had an attack lasting five days, 
which his physician informed him was an “inflam- 
mation of the bowels.” He had no pain but appeared 
nervous and somewhat irritable. Examination dis- 
closed a chronic proctocolitis, which I concluded 
involved the entire colon. Palpation of the abdomen 
elicited tenderness at McBurney’s point, as well as. 
some tenderness over the entire colon. The day fol- 
lowing this examination Mr. W. was taken with an 
attack of acute appendicitis which subsided under 
appropriate treatment. His proctocolitis was treated 
by enemata, regulation of the diet and intestinal 
antiseptics, and it soon disappeared, together with 
all tenderness of the appendix. Six weeks after 
the last attack of appendicitis the bowels were mov- 
ing regularly without the use of cathartics and the 
stools were of normal appearance. The proctocolitis 
= disappeared and apparently the appendicitis 
also. 

Svelha (Journal of the American Medical Asso- 
ciation, January 2, 1906), observed a number of 
cases in which slight irritation of the rectal mucous 
membrane, hyperemia or fissure of the anus, caused 
special symptoms theretofore supposed to be charac- 
teristic of other affections. 

Among these symptoms are pains in the legs, and 
more especially the pains such as have been re- 
garded as peculiar to hip joint disease. In men he 
has known a fissure of the anus to induce prostator- 
rhea and thus simulate a gonorrheal affection. Pa- 
tients may have symptoms suggesting gastric, cir- 
culatory, respiratory or nervous disease, which have 
their origin in the rectum, for there is no part of 
the body in which the reflexes are more pronounced. 


SALINE INFUSION IN CarRDIAC COLLAPSE. 

After collapse with sudden cessation of its beat, 
the heart may respond to proper treatment after 2 
protracted quiescence—even of fifteen minutes. It 
is during these crises that one is apt so often to fall 
into the error of administering an overdose of 
saline infusion—George Crile in The Cleveland 
Medical Journal. 
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AN IMPROVED METHOD OF PERFORM- 
ING PHLEBOTOMY.* 


By Louis Jacoss, M.D., 


House Physician, 2nd Medical Service, Mount Sinai 
Hospital, 


NEW YORK. 


Phlebotomy dates back to early days in medicine. 
Descended from medical age to medical age, it is in 
this enlightened day of science often practised. It 
is no longer, as in former times, considered the 
“bloody moloch.” When indicated, it is often a 
life-saving measure. Its use has been and is re- 
stricted in both private and hospital practices. In 
the latter, occasion to phlebotomize frequently oc- 
curs. | 4 


Fig. 1. 


There are many methods of performing phlebot- 
omy. In this hospital there have been two methods 
employed: 

(1) Ligation of the arm, incision into a dis- 
tended vein and introduction of a canula into the 
lumen of the vessel. 

(2) After ligation of the arm, a bistoury is in- 
troduced into the distended vein. 

Either operation has its disagreeable features. 
The first requires an incision and the manipulation 
of a ccanula. In the second, more frequently prac- 
tised, and the more simple procedure, not only does 
there result the formation of a large hematoma at 
the site of the puncture, but also the performance is 
a bloody spectacle. The determination of the exact 
amount of blood lost is impossible. For the most 
part it is roughly estimated by the expansive dis- 
play on bed-clothes, towels, and the clothing of the 
operator and the patient. 

To obviate all this, the following is recommended. 
Tt has been in use for the past few months on the 


* Read hefore the Clinical Conference, Mount Sinai Hospital, 
December, 1906. 


services of Dr..A. Meyer and Dr. M. Manges at 
the Mount Sinai Hospital. 

The instrument is an aspirating needle two inches 
long and of a caliber of one-sixteenth of an inch. To 
this is attached a rubber tubing four to six inches 
long, at the end of which is a small glass canula. 
The latter is a slight refinement. (Fig. 1.) 

After the application of a tourniquet to the arm, 
a vein is selected, preferably at the anterior aspect 
cf the elbow. The needle is then introduced 
through the superficial tissues into the lumen of the 


2. 


vein in a reverse direction to that of the blood cur- - 
rent. (Fig. 2.) This is immediately followed by a 
flow of blood. A sterile flask can be used for its 
collection. A fairly firm compression bandage is 
then applied over the site of the puncture. The 
entire procedure requires about five minutes. 

The advantages this method offers are: 

1. No incision is necessary. 

2. The procedure is clean, easy and effectual. 

3. The amount of blood withdrawn can be meas- 
ured exactly. 

4. The blood is sterile and can be used for cul- 
tural purposes. 


SEVERITY OF GONORRHEAL JOINT DISEASE. 

Compared to the serious septic joint infections 
gonorrheal joint infection is as a rule mild. But 
just as the other septic bacteria vary in their ac- 
tivity and often cause mild infections, so the gon- 
ococcus varies greatly in its virulence and may 
cause very severe joint conditions which lead to 
permanent disability—P. W. NaTtHan in the N. Y. 
Medical Journal. 
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HYPERNEPHROMA WITH 
STASES. 

Although as early as 1883, Grawitz differentiated 
a tumor which had distinct characteristics from 
ether kidney tumors, such as carcinoma and various 
forms of sarcoma—tumors which Birch-Hirsch- 
ield in 1890 called hypernephroma—it is only 
within recent times that much has been recorded 
about the metastases of these tumors. As a rule 
when one thinks about hypernephroma at all, it is 
in connection with the kidney region; but it is well 
to keep in mind that a tumor of bone may occur 
which is a metastatic hypernephroma where no tu- 
mor can be made out in the kidney region or 
where there are no symptoms of such a tumor 
ascertainable. A hypernephroma may develop slow- 
ly for years, giving no symptoms either subjective 
or objective. Finally the growth begins to grow 
very rapidly and becomes very malignant. The local 
symptoms of hematuria and renal colic, with or 
without the presence of a palpable tumor, make 
the diagnosis a probability. But often it is only 
when metastases have formed—in the lungs, liver 
or bones—that we begin to appreciate that we are 
truly dealing with a malignant disease. The matter 
is all the more important when one considers that 
the metastatic growth may be more malignant and 
become larger than the original growth. 

When a patient is examined and found to have 


BONE META- 


a large tumor situated in the region of the upper 
end of the humerus near the epiphyseal line, it is 
natural to come to the conclusion that the growth 
is a primary sarcoma. The result of such a diag- 
nosis would probably be amputation or arthrectomy 
of the shoulder joint. But it is a far different matter 
it one keeps in mind the idea that this tumor may be 
nietastatic in origin—a hypernephromatous growth. 
In the one case, radical operation would be good 
judgment and the possibility of saving or prolonging 
the patient’s life would be great, for the primary 
source of the trouble would be removed. On the 
other hand, the removal of a metastatic hyper- 
nephroma (except if the growth were an incon- 
venience or deformity to the patient), would mean 
nothing unless evidences of disease elsewhere were 
found and removed. 

“The kidney region should be palpated with great 
care in every case of tumor of bone.” (Scudder, 
Annals of Surgery, December, 1906). Such advice 
is well worth remembering. Although metastatic 
hypernephroma in bones may be a rare condition, 
nevertheless one should be on the lookout for 
it. Because the majority of bone tumors are sar- 
comata, that is no more excuse for failing to think 
of something else that it is to perform a gastrec- 
tomy for carcinoma of the stomach when the real 
trouble is an inflammatory condition with plastic in- 
flammation around the pylorus. One may add to the 
quotation of Dr. Scudder, by saying that not only 
should the kidney region be palpated for a tumor 
but that evidences of hematuria should be carefully 
sought for. H. M. H. 


A CORRECTION. 


We are recently in receipt of a letter from Dr. 
George Whitfield Overall, Chicago, complaining 
that a review of his “Non-Surgical Treatise on Dis- 
eases of the Prostate Gland and Adnexa,” published 
in the issue of December, 1906, of this journal, 
made some unfounded criticisms. The review con- 
tained the following: 


Lars He makes the most extravagant claims through- 
out. On page 87 we find pictures of “prostatic calcul” 
voided by the patient after electrolysis. Some of the cal- 
culi are at least an inch, if not more, in length. From the 
author’s own description, these concretions formed in the 
urine over night and “were scraped off from the bottom of 
the vessel.” We do not ever recall having heard of cal- 
culi, prostatic or otherwise, forming after the urine was 
voided. We also beg leave to doubt, among many other 
things, “the full restoration to perfect health of many 
cases of tuberculosis of the prostate by means of massage, 
cauterization and sounds,” as described on page 145. . . 


After carefully reading the book the editor is 
satisfied that in both of the sections referred to in 
the above extract, the reviewer misinterpreted Dr. 
Overall’s text. 
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DEATH OF VON BERGMANN. 


The chair of surgery at the University of Berlin 
is vacant. The celebrated successor of the great 
Langenbeck died in Wiesbaden on March 25th, soon 
after an operation for appendicitis. 

It is but three months since the seventieth birth- 
day of Geheimrat Ernst von Bergmann was cele- 
brated as a national event—a crowning tribute to 
a life of brilliant accomplishments in surgery, civil 
and military. 


Surgical Suggestions. 


A deep ulceration of the fauces or tonsils should 
not be diagnosed as specific without examining the 
blood to exclude acute lymphatic leukemia. 


In the Bier treatment, the cup will stay in place 
without other assistance if zinc oxid salve or vaselin 
is applied to the skin. Even better than this is a 
piece of smooth rubber tissue which protects the skin 
from irritation by the pus. 


In a case of gastric disease of doubtful diagnosis, 
progressive loss of weight is the most important 
sign in determining the probability of carcinoma. 


By adding a one-fourth per cent., or stronger, 
solution of boracic acid to Burow’s solution (alu- 
minum acetat), the latter clears at once, if cloudy, 
and remains permanently free from turbidity or pre- 
cipitation. 


Excellent results may be obtained in liver abscess 
cases (solitary abscesses), which drain for a long 
time by applying a Bier cup over the superficial 
cpening once a day for tive minutes. One must 
be especially cautious in these cases not to increase 
the vacuum too rapidly as rupture of the vessels in 
the liver might easily ensue and cause serious dam- 
age. 


If a frightened or refractory child will not open 
its mouth, pass a probe between two teeth and back 
tc the palate. Instantly the mouth will open and a 
gag may be slipped in. 


The sudden acute onset of abdominal pain with 
tenderness over the appendix region but with rig- 
idity of the right rectus low down, is very sug- 
gestive of acute salpingitis. The diagnosis is fur- 
ther confirmed if there is high temperature and ex- 
tremely high leucocyte count (20,000-40,000 ; poly- 
nuclears, 80-90% ), even though vaginal examina- 
tion be negative. 


The location of the Head zone will often decide 
whether a case is one of acute appendicitis with 
inflammation of the serosa or acute salpingitis. 
If the Head zone commences at the level of 
the umbilicus, extends over to the right lumbar 
region and to just below Poupart’s ligament, it is 
probably acute appendicitis. If the Head zone be- 
gins two to three inches below the umbilicus with 
a broad base on the abdomen and extends to a single 
point midway between the hip-joint and the knee, 
the case is probably one of acute salpingitis. 


Too prolonged or too rapid and vigorous use of 
the pump in the Bier apparatus will frequently cause 
a rupture of the superficial bloodvessels and in 
many cases, severe sloughing of the superficial parts 
ensues, the result of the treatment being worse 
than the primary cause of the trouble. “Application 
of the Bier cup to an abscess for four to five min- 
utes twice a day is more beneficial than a single ten- 
minute application. 
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A Study of the Human Bloodvessels in Health and 
Disease; a Supplement to “The Origin of Disease.” 
By ArtHur V. Mercs, M.D., Physician to the Penn- 
sylvania Hospital. Octavo; 136 pages; with 123 illus- 
trations. Philadelphia and London: J. B. Lippincott 
CoMPANY, 1907. 


This is a monograph embodying the author’s personal 
views upon the subject, and it aims to be a strictly sub- 
jective exposition. Meigs points out that the ordinary 
histological concept of bloodvessels is to a great degree 
an artefact due to methods of fixing and hardening. Ar- 
teries and veins have but two coats, the interna and mus- 
cularis, as the so-called adventitia is but the perivascular 
connective tissue. Capillaries are transient structures 
which are formed as the occasion arises and, when no 
longer in use, collapse and disappear. The intima of 
bloodvessels in adult life, according to the author, does not 
form a smooth, unbroken vascular lining, but shows thick- 
ened areas in some parts and may be entirely absent in 
others. Giant cells may often represent abortive attempts 
to form new bloodvessels. Meigs has not found that syphi- 
lis produces as extensive vascular changes as are usually 
ascribed to it. 

The illustrations are numerous, and beautifully executed. 
They were drawn directly upon the steel plate with the 
aid of a camera lucida. The text is really based upon the 
illustrations, and is a sort of running commentary. The 
monograph is interesting, though fragmentary. It should 
be accorded careful attention, in spite of the fact that 
many readers will disagree with some of the author’s views, 
which are by no means orthodox. 


Tumors, Innocent and Malignant. Their Clinical Char- 
acters and Appropriate Treatment. By J. Branp- 
Sutton, F.R.C.S., Surgeon to and Member of the Can- 
cer Investigation Committee of the Middlesex Hos- 


pital, etc. Fourth edition, revised. Octavo; 675 pages; 
355 illustrations. Chicago: W. T. Keener & Co., 1907. 
Price, $5.00. 


This edition of Bland-Sutton’s work differs materially 
from the earlier ones. There has been an addition of much 
new material and a thorough revision of the text. A few 
new paragraphs on Chorioepithelioma, although anything 
but complete in themselves, have been written. Also new 
facts regarding tumors of the ovary and testicle have been 
added. A revision of the classification of tumors, a chap- 
ter on Heterotopic teeth, fifty new illustrations and a 
hundred more pages have made the book more compre- 
hensive than heretofore. 

The author has based his findings on scientific accuracy 
derived from a thorough knowledge of pathology, embry- 
ology and comparative anatomy. Although his facts can- 
not be disputed, it is to be regretted that having written 
a book that covered so wide a field, he should have failed 
to incorporate in it the newer observations of other men 
than himself. In fact, experimental detail and research 
have been carefully avoided and except for reviewing the 
theories of the older authors, the book contains very little 
which would add to one’s knowledge of the causative 
agents in the production of tumors. 

The classification of tumors is good as far as our present 
knowledge of the subject goes and is as good as any other 
as a working basis. Unfortunately, one can hardly help 
feeling that such a classification as we find here is merely 
a tentative one. 

The general arrangement of the book is most excellent, 
although one must make exception to the incorporation of 
chapters on myxomata and myomata under sarcomata. The 
author admits that myxomata (such as nasal polypi) are 
not malignant. It therefore seems inconsistent to classify 
them under tumors which are considered most malignant. 

Many pages are devoted to the discussion of uterine 
fibroids. In fact, the five chapters on this subject are a 
very valuable addition to our knowledge. For example, it 
is interesting to note that fibroids rarely undergo malignant 


degeneration: “—in a very large proportion of the cases 
described as ‘sarcomatous degeneration of a fibroid,’ the 
changes were due to septic infection.” Again, “in many 
cases, reported as fibroids undergoing malignant degenera- 
tion, the tumors were in all probability sarcomatous in the 
beginning.” 

Uterine fibroids complicated with cancer of the uterus 
are treated of in a separate chapter. The author states 
that “it is premature to assert that interstitial and sub- 
mucous fibroids exert such malign influence as to predis- 
pose the corporeal endometrium to cancer.” Yet he admits 
that the metritis due to the fibroids creates a pathological 
influence on the uterus which makes it susceptible to 
malignant transformation. 

The few words on Chorioepithelioma are merely sug- 
gestive, surely not complete; and the chapter on Odonto- 
mata is interesting but irrelevant. The description of the 
various cases is all that could be desired. The numerous 
illustrations are excellent. The few words on treatment 
are, on the whole, hardly to be commended, for they tell 
nothing new and are written in an offhand manner. 

Although these criticisms may give the impression that 
the work has many faults, one cannot help feeling that this 
new edition is a valuable contribution. The chapters on 
Fibroids and on Carcinoma alone are suggestive of great 
possibilities in the field of research; and a study of these 
pages will well repay the time spent. 


Die Verwendung von Chemikalien als Heilmittel (The 
Administration of Chemicals as Curative Agents). 
Nach Vorlesungen von Paut Conn, Dozent am K. K. 
Technologischen Gewerbsmuseum in Wien. Octavo; 
96 pages. Stuttgart: Union DeutscHEe 
SELLSCHAFT, 1900. 


This work, based on a series of lectures, is divided into 
four parts: 1. A historical Survey of Medical Chemistry. 
The narrative displays broad erudition and is written in 
a highly interesting vein. 2. Inorganic preparations, in- 
cluding Hydrotherapy and a discussion of the more im- 
portant European mineral waters. 3. Metalloid and Metal 
Compounds. 4. Organic Compounds. This is the most 
important section and comprises two-thirds of the work. 
In this section the author takes up the coal tar products, 
the alkaloids and some of the more important organic 
compounds. The exposition is necessarily brief; neverthe- 
less the author has managed to introduce the most impor- 
tant facts bearing upon the drugs or compounds in ques- 
tion. While the discussion is mainly chemical, the physi- 
ological and therapeutic actions are discussed in a con- 
cise manner. On the whole, the monograph will prove of 
greater value to the chemist than to the clinician, but this 
has probably been the author’s own intention. He can be 
commended for his unusually interesting exposition of a 
presumably dry subject. 


A Treatise on Orthopedic Surgery. By Royat Wuit- 
MAN, M.D., Clinical Lecturer and Instructor in Ortho- 
pedic Surgery in the College of Physicians and Sur- 
geons, New York; Associate Surgeon to the Hospital! 
for the Ruptured and Crippled, etc. Third Edition, 
revised. Octavo; 871 pages; 554 illustrations. Phila- 
delphia and New York: Lea Brotners & Co., 1907. 
Price, $5.50, net. 


For the student and non-specialist, at any rate, this is the 
most satisfactory text-book on orthopedic surgery in Eng- 
lish, known to the reviewer. In the preparation of the 
third edition its author has submitted his work to a gen- 
eral revision. Several very useful new illustrations will 
be found. The text is abreast of modern teachings in 
orthopedic therapeutics, remedial and, what is especially of 
interest to the general practitioner, prophylactic. Thus, 
there are incorporated brief descriptions of Whitman’s 
method of treating fracture of the neck of the femur in 
adults, and of Biers’ treatment of joint affections by active 
and passive hyperemia. 

We are greatly disappointed, however, to find no recog- 
nition given to the value of open-air treatment in surgica 
tuberculosis. Enough has been demonstrated of what cli- 
matotherapy can accomplish to deserve for it considerable 
space in such a book as this. 
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The author has kept his work well balanced, for the 
most part, and has maintained it within the limits of a 
text-book by devoting but short sections to subjects not 
strictly orthopedic. Some of these sections appear rather 
too short. That on cervical ribs may be cited as an ex- 
ample. On the very important subject, fractures of the 
bones of the foot, not a word is said, beyond a paragraph 
of four lines on fracture of the metatarsal pones. Surely, 
the subject is as logically a part of a work on orthopedics 
as is that of fracture of the neck of the femur. The or- 
thopedist is often called upon to differentiate metatarsal 
fracture from other causes of pain and disability, and to 
treat tarsal fractures and the deformities that result from 
them. That fractures of bones of the foot are frequently 
unrecognized, and that the failure to recognize them often 
leads to the development of orthopedic conditions, are 
ample excuse for a discussion of the subject in such a 
manual as this. 

What faults we have to find with this book are, then, 
only those of omission, and these represent rather the 
author’s choice of matter to be condensed. At the worst, 
they are not serious faults, nor do they materially detract 
from the value of the work, to our high estimation of 
which we gave expression at the beginning of this review. 


The Technic of Operations Upon the Intestines and 
Stomach. By Atrrep H. Goutp, M.D., of Boston, 
Massachusetts. Octavo; 302 pages; 190 original illus- 
trations, some of them in colors. Philadelphia and 
London: W. B. Saunpers Company, 1906. Cloth, $5.00 
net; half morocco, $6.00 net. 


This is a very worthy contribution to the literature of 
gastro-intestinal surgery, although it adds practically noth- 
ing new to the subject and although it is based largely on 
animal experiments and studies on the cadaver. Chapter 
I, on Repair of Intestinal Wounds, is the joint work of 
the author and Dr. F. B. Harrington. It is founded on 
experimental studies and is illustrated with numerous 
plates of microscopic sections. Chapter II deals with Su- 
ture Materials, Needles, Ligatures, Clamps and the tech- 
nic of their employment. Chapter III is devoted to the 
Blood Supply and Lymphatics of the Intestine and Intes- 
tinal Localization. 

The rest of the book sets forth certain of the standard 
operations upon the intestine and the stomach, their tech- 
nic being succinctly described, and clearly illustrated by 
numerous superb half-tone plates. Indeed, the work might 
be regarded as an atlas of gastro-intestinal operative tech- 
nics. 

From an artistic standpoint the volume leaves nothing 
to be desired. 


Woman in Girlhood, Wifehood, Motherhood. Her Re- 
sponsibilities and Her Duties at all Periods of Life. 
A Guide in the Maintenance of Her Own Health, and 
That of Her Children. By Myer Sotts-Couen, A.B., 
M.D., Instructor in Physical Diagnosis, University of 
Pennsylvania; Visiting Physician to the Hospital for 
Diseases of the Lungs, Philadelphia, etc. Octavo; 469 
pages; illustrated with colored plates, line drawings 
and engravings and a manikin chart in colors. Phila- 
delphia: THe Joun C. Winston Co. Price, $2.00, net. 


_ This is intended strictly as a popular book, to be placed 
in the hands of lay women for their own instruction. It 
is divided into five parts. Part I, Health and Beauty, 


‘consists of seven chapters (90 pages) dealing with hy- 


giene. Part II, A Woman’s Life, contains ten chapters 
(82 pages) devoted to anatomy and physiology, puberty, 
menstruation, purity, marriage and marital happiness (with 
disquisitions on love and sexual passions), pregnancy, and 
the menopause. Part III contains five chapters (44 pages) 
on Childbirth. Part IV, The Baby, consists of ten chap- 
ters (128 pages) on the Care and Training of Infants, and 
on Their Common Diseases. Part V, Diseases Peculiar to 
Women, contains six chapters (46 pages) on Symptoms, 
Menstrual Disorders, Miscarriage, Sterility, and the 
Causes and the Prevention of Female Disorders; a chap- 
ter on Accidents and Emergencies; and a Glossary. 

It will thus be seen that this is a very comprehensive 


work. It is written in a dignified, straightforward, sensible 
fashion that cannot fail to convey the right sort of infor- 
mation—information that very many women need. It is 
by no means easy, in a popular book, to always say enough 
without saying too much. The author appears, however, 
to have accomplished this to a satisfactory degree. 

It is a pity that the publisher did not resist the tempta- 
tion to burden the book with a lot of extraneous and, even 
in a work of this character, very silly pictures. 


Atlas and Text-Book of Human Anatomy. By Dr. Jo- 
HANNES Sosorta, Professor of Anatomy in the Uni- 
versity of Wiirzburg. Edited, with additions, by J. 
PrayrarrR McMurricu, A.M., Ph.D., Professor of 
Anatomy at the University of Michigan, Ann Arbor. 
Volume II. The Viscera. Quarto; 194 pages; 214 
illustrations, mostly in colors. Philadelphia and Lon- 
don: W. B. Saunpers Company, 1906. Cloth, $6.00 
net; half morocco, $7.00 net. 


In the review of the first volume of this splendid atlas 
and text-book, we referred to the character of the work, 
the quality of the illustrations and the methods by which 
thev were produced. Volume II deals with the viscera. 
The heart is included with these rather than with the 
bloodvessels, since it is usually dissected with the other 
organs. If possible, the plates in this volume surpass in 
beauty of color reproduction even those of Volume I. 


Books Received 


The Physician’s Visiting List (Lindsay and Blakiston’s) 
for 1907. (Fifty-sixth year.) Philadelphia: P. Bra- 
KisTon’s Son & Co. 


Abdominal Pain. Jts Causes and Clinical Significance. 
By A. Ernest Mayrarp, M.B., B.S. (Lonp.), Surgeon 
to the Victoria Infirmary, Glasgow, etc. Second Edi- 
tion, revised. Octavo; 301 pages; illustrated. Phila- 
delphia: P. BLaxiston’s Son & Co., 1906. Price, $2.50. 


Letter to the Editor. 


Priority 1N LocAL ANESTHESIA FOR DILATATION 
OF THE SPHINCTER ANI. AN AuTHOR’S Cor- 
RECTION. 


New York, March, 1907. 
Editor, AMERICAN JOURNAL OF SURGERY. 
Dear Sir: 


In my article on “Local Anesthesia in Rectal 
Work,” in your January issue, I referred to Dr. 
Tuttle as having been the first to use local anesthesia 
in dilatation of the sphincter ani, adding that Dr. 
Pennington of Chicago printed a report of cases 
operated on by this method in 1905, without giving 
Tuttle credit. 

A letter received from Dr. Pennington points out 
that I am in error as to Dr. Tuttle being first in this 
field either by priority of publication, or presenta- 
tion to the profession, as Dr. Pennington read a 
paper on this procedure, April 12, 1905, before the 
Chicago Medical Society, while Dr. Tuttle’s paper, 
read before the Proctologic Society, was in May, 
1905. 

Kindly print this correction in your next issue, 
and oblige, 


Yours very sincerely, 
J. M. Lyncu. 


i 
j 
t 
| 
| 
| | 
) 
| 
| 
} 
e 
> 
l- 
n 
yf 
S, 
in 
re 
al 
i- 
le 


122 AMERICAN 
JOURNAL OF SURGERY. 


PROGRESS IN SURGERY 


April, 1907. 


Progress in Surgery. 
A Résumé of Recent Literature. 


The Treatment of Hemorrhoids with Carbol-Alcohol 
Injections with Simultaneous Temporary Ligation 
by Means of a Wire Snare (Die Behandlung der 
Hemorrhoiden mit Karbol-Alcohol-Injektionen und 
ihre sweckmdassige Ausfiihrung mittels tempordarer 
Drahtligatur). E. Franck, Berlin. Deutsche Medi- 
zinische Wochenschrift, No. 8, 1907. 


The method to be described is applicable to isolated, cr 
not too numerous hemorrhoids, especially in old subjects, 
or such who are not safe for anesthesia. Where the piles 
are very numerous or where deep fissures exist the old 
method of clamp and cautery is to be preferred. The 
patient is prepared in the usual way, the anal region shaved 
and scrubbed and the vicinity anesthetized with injections 
of Schleich’s solution of 1 per cent. stovain. The hemor- 
rhoid is exposed and clamped at its base with an ordinary 
nasal snare armed with a wire of medium gauge. ‘The 
compression is increased slowly until a maximum degree 
of distension has been reached. Now 1/5-1/3 of the con- 
tents of a I c.cm. syringe, containing a 50 per cent. car- 
bolic-alcohol solution, is slowly injected into the center of 
the tumor. In from five to ten minutes the pile becomes 
uniformly hard. When this has taken place the snare is 
loosened, the wire withdrawn from its shaft, and the loop 
carefully removed. The other hemorrhoids are similarly 
treated. A gauze strip (dermatol) is inserted in the anus 
and the patient put to bed. The bowels are moved on the 
third to fourth day; on the fifth day the patient is allowed 
to go on the lounge, and is free to go to business by the 
seventh or eighth day. By the end of the week the dried 
tabs fall off and the resulting granulating areas heal in 
two to three weeks. It is best to use dermatol powder un- 
til this occurs and then to have recourse to wet dress- 
ings of aluminum acetate. 

The above method is easily applied, limits the extent of 
the thrombosis and is devoid of danger. Carbolic-alcohol 
is less viscid and therefore more readily injected through 
a small needle, than the usual carbol- -glycerin. The wire 
snare is far superior to a silk ligature, which is difficult 
to remove subsequently. 


Surgical Treatment of Empyema. S. Lioyp, New York. 
Medical Review of Reviews, February 25, 1907. 


Lloyd calls attention to the frequency of diagnosis of 
“unresolved pneumonia” when in most instances the case 
is one of empyema. Localized empyemata are frequently 
mistaken for tuberculosis. Diagnostic aspiration is some- 
times unsuccessful because of the small caliber of the 
needle employed. In localized empyema the x-ray may 
prove very useful. The author does not believe in re- 
lying upon aspiration to cure empyema. In his series he 
has had eighteen cases in which aspiration alone was 
used. Of these only two were cured. The author also 
believes that at the exploratory puncture as much as pos- 
sible of the fluid should be removed. The question as to 
whether a rib should or should not be removed depends 
upon the amount of expansion of the lung, the space be- 
tween the ribs, the thickness of the pleura and the viru- 
lency of the micro-organisms. Of eighteen cases of in- 
cision without rib resection, six were cured, two improved 
and eleven died. In forty-five cases in which rib resection 
was practiced twelve were cured, eighteen improved and 
fifteen died. 

It is important in order that the thoracotomy may close 
up, to obtain full expansion of the lung. This is obtained 
as follows: The anesthetic is stopped before the pleura 
is opened; after opening the latter, the finger or a blunt 
periosteotome is passed around the pleura in order to 
separate adhesions. This manipulation also induces the 
act of coughing and thus aids in the expansion. If the pa- 
tient is still under the anesthetic, the pleura is not sensitive 
and the patient will not cough. The author believes that 
if this procedure is done in all cases, the necessity of 


performing decorcitation, the Shede or the Estlander op- 
eration will be greatly minimized. For drainage purposes, 
Lloyd uses a flat spool drainage tube, first suggested by 
Dr. Furness. 

Of a total series of four hundred cases operated upon 
by Lloyd, one hundred and seventy-one were cured, one 
hundred and fourteen improved and one hundred and fif- 
teen died. Of two hundred and twenty-five cases in which 
the author’s method of expanding the lung was employed, 
minety-seven were cured, fifty-eight improved and forty- 
seven died. 


A Simple Method for the Total Resection of the Tho- 
racic Wall in Empyema (Eine Vereinfachung der 
Totalresektion des Brustkorbes bei Empyem).  C. 
Bayer, Prague. Zentralblatt fiir Chirurgie, No. 1, 
1907. 


Schede’s operation is necessary in the severest cases of 
empyema. Its disadvantages are the great iss of soft 
parts and the frequent collapse occasioned by the result- 
ing loss of blood. In consequence of the operation the 
thoracic deformity is very marked. 

The author proposes an operation which averts most of 
the evils of the Schede procedure, can be more rapidly ex- 
ecuted and which permits the incision to be made in a 
comparatively vascular region. A vertica] incision is 
made about two fingers’ breadth behind the anterior axil- 
lary line, extending, if necessary, from the third to the 
ninth or tenth ribs. No large bloodvessels are severed, 
and no muscles injured. The necessary ribs (determined 
by exploration of the fistula) are resected subperiosteally 
for about 2 cm. of their length. The resulting ribless fur- 
row, consisting of intercostal soft parts and pleura, is 
incised along its entire length with the actual cautery. 
The abscess cavity is emptied. If the second rib requires 
resection, the arm is elevated, the pectoral muscle pulled 
upward and the skin incision slightly extended. For re- 
section of the other ribs, it is best to begin below. After 
retraction:of the soft parts it will be found very easy to 
resect any of the ribs subperiostali as far back as their 
angle or forward to their chondral margin. It may be 
of service to make another transverse incision below par- 
allel to the ninth or tenth ribs. The soft parts will now 
usually collapse, obliterating the cavity; if not, the costal 
pleura should be scraped. The plane is preserved in all 
except tubercular cases. 

In the two cases operated upon by the author, he merely 
sutured the upper angle of the incision. The posterior 
portion of the transverse incision was utilized for drainage. 
The results in both cases were good, the deformity less 
than that after Schede’s operation. 


Supernumerary Cervical Ribs and Their Effects on the 
Brachial Plexus and Subclavan Artery. C. K. Rus- 
sEL, Montreal. Medical Record, February 16, 1907. 


Russel reports four highly interesting cases. The first 
patient had sensations of pins and needles for 5 or 6 
years previously with occasional cramps in the little and 
ring fingers. Three years ago atrophy of the small mus- 
cles of the thumb developed. On examination an area of 
anesthesia was found on the ulnar side of the forearm and 
the two corresponding fingers, in addition to a marked 
atrophy of the thumb muscles. Skiagraph showed double 
cervical ribs. After removal of the cervical rib on the 
affected side, the subjective symptoms disappeared, but 
the atrophy and the anesthesia persisted. 

The second case was particularly interesting from two 
points of view: First, the patient was a brother of Case 
1, and secondly, , the subjective symptoms were those of 

“writer’s cramp.” This possible etiology of the disorder 
has, as far as the author has been able to determine, not 
been considered. A skiagraph again showed double cer- 
vical rib. In the third case, the subjective symptoms were 
pain radiating from the shoulder to the hand and cramps 
of the fingers and wrist on flexion. There was some 
atrophy of the thenar muscles, but no anesthesia. Skia- 
graph revealed double cervical ribs. In the fourth case 
the history dating back nine years, was of numbness in 
the fingers on the right hand ‘accompanied by alternating 
cyanosis and whiteness. The tips of the third and fourth 
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fingers became gangrenous (patient had washed her hana 
in a carbolic acid solution). The radial pulse became 
almost imperceptible. It was found necessary to ampu- 
tate first the affected fingers and later the arm. Soon 
after this, a similar process began in the left hand. Re- 
moval of the rib was advised, but the patient shortly 
afterward committed suicide. At the autopsy the right 
subclavian artery was completely obliterated. On the left 
side a somewhat anomalous condition of the artery and 
first dorsal root of the brachial plexus was found. 


Large Solid Tumors in the Inguinal Canal. W. L. 
Pepte, Richmond. Journal of the American Medical 
Association, March 9, 1907. 


, Peple reports three cases of large solid tumors in the 
inguinal canal in young married women, all of whom had 
had children. In two, the growths sprang from the peri- 
osteum, or fascia covering the inner face of the ilium, 
while one lay encapsulated in the inguinal canal, attached 
only to its coverings. All were of comparatively rapid 
growth, the average from the first time of observation to 
operation being twenty-two months. In one case, preg- 
nancy seemed to accelerate the growth. All the growths 
were apparently fibromata that had undergone myxomatous 
degeneration, and, while two were distinctly benign in 
appearance, the other was somewhat suggestive of sar- 
coma, though not identified as such. He considers the 
cases somewhat unique, both as regards the growths and 
the microscopic findings. 


A Pair of Forceps in the Abdominal Cavity for Ten 
and a Half Years. J. E. F. Stewart, West Austra- 
lia. British Medical Journal, February 9, 1907. 


The patient had been operated on for ovarian cyst and 
had never entirely recovered. The chief complaint was 
the ammoniacal character of the urine. On examination 
a mass was found in the left iliac region which caused 
acute pain on pressure. At the operation, the mass seemed 
to consist of matted-together intestines through which the 
forceps could be felt. Between the rings of the handle 
what appeared to be a cicatricial band was divided. It 
was found, however, that this cicatricial band was really 
an anastomosis between two loops of bowel that had been 
caught between the blades. The forceps was removed, 
the bowel sutured and the patient recovered uneventfully. 
The forceps was of the ordinary hemostatic type, 5 inches 
long, and was heavily incrustated. 


Duodenal Ulcer and Its Treatment. A. W. Mayo-Ros- 
son, London. British Medical Journal, February 2, 
1907. 


Robson covers the diagnostic and therapeutic considera- 
tions of duodenal ulcer very fully. In his own cases, 86 per 
cent. were males. The proportion of duodenal to that 
of gastric ulcers is about as I to 2. For many years duo- 
denal ulcer was placed among the obscure disorders, but 
fuller study in recent years has placed them on a sound 
diagnostic basis, and they are therefore diagnosed more 
frequently. They may occur at any age, but are most 
common in the middle period of life. Pain is the most 
important symptom; it has a definite relation to meals and 
is usually alleviated by the ingestion of food. If radiation 
occurs it is usually to the right side. Intermittency of 
the attacks is a characteristic phenomenon. The tender- 
ness is generally on the right side opposite or just above 
the umbilicus. The right rectus is rigid. Flatulence at 
the site of tenderness is usually present. There is hyper- 
chlorhydria; vomiting is not as frequently seen as in gas- 
tric ulcer; the appetite is good and constipation is the rule. 
The most important complications are hemorrhage and 
perforation. ‘The symptomatology of these complications 
are described along familiar lines. He also discusses 
briefly the complications arising from cicatricial contrac- 
tion, adhesions, cancer and chronic pancreatitis. 

Robson does not approve of medical treatment, because 
he has seen so many recurrences and poor results arising 
therefrom. He believes posterior-gastro-enterostomy is the 
treatment par excellence of duodenal ulcer. Of 66 cases 
operated upon, he has had no deaths and the post-operative 


histories in such cases as have been followed have been 
excellent. For hemorrhage, the same operation is indi- 
cated. For perforation, he does not approve of perform- 
ing gastro-enterostomy at the same time that the suture 
of the perforation is done, because it adds to the shock 
to an appreciable degree. He approves of irrigation of 
the peritoneal cavity combined with drainage of the pelvis 
through an incision just above the pubis. 


A Case of Repeated Abdominal Section for Perfora- 
tion of Gastric Ulcers. A. Curr, Sheffield. British 
Medical Journal, February 2, 1907. 


The patient, a man 27 years old, gave a history of gastric 
ulcer dating back to the age of ten. Four years before, 
symptoms of perforation arose and a perforated ulcer near 
the pylorus was sutured. Six weeks later a gastro-enter- 
ostomy was done and the patient recovered. In the course 
of the next four years he again presented symptoms of 
gastric ulcer, and about a year ago symptoms of perfora- 


“tion led the surgeon to again perform laparotomy. A 


large perforation was found in the cardia which was 
closed. At present the patient is well. 


The Dissemination of Intra-abdominal Malignant Dis- 
ease by Means of the Lymphatics and Thoracic 
Duct. W. M. stevens, London. British Medical 
Journal, February 9, 1907. 


The author has made a very careful anatomical study 
of the lymphatic supply and drainage of the upper .ab- 
domen, and reports 7 clinical observations that bear out 
his conclusions. These are: 

I. The thoracic duct undoubtedly plays an important 
role in the dissemination of intra-abdominal malignant 
disease and of tuberculosis. This duct may act as a “sim- 
ple carrier” of infective material or it may be directly 
involved, and in some cases it may be actually obstructed. 
In connection with blocking of this duct it is very re- 
markable that chylous ascites is so rare and also that 
dilatation of other lymphatic channels can so seldom be 
demonstrated. 

2. The supraclavicular glands on the left side are more 
frequently involved in intramalignant disease than is gen- 
erally supposed, and in many cases careful percussion will 
show the presence of glandular enlargement in the clavicu- 
lar and infraclavicular regions, and may even thus give 
a clue to the nature of the abdominal affection. It is 
possible that these glands become infected through “re- 
gurgitation,” but a more likely method of infection, and 
one which can be demonstrated in some cases, is by direct 
communication of the disease along the walls of the tho- 
racic duct, extending to the lymphatic vessel coming from 
these glands. The right clavicular glands are very sel- 
dom involved, and the reason for this is fairly obvious on 
studying the lymphatic anatomy. 

3. The possible mode of infection of other parts—chest, 
liver, inguinal glands, abdominal wall, etc—have been dis- 
cussed. 

4. It is probable that many cases of so-called primary 
mediastinal growths may really be of secondary origin, 
since it is well known that cancerous disease, especially 
of the stomach, may be very “latent,” and, moreover, a 
small growth of the stomach, though it has been tne cause 
of marked secondary growths, may even be overlooked 
at the autopsy unless especial care be taken. 


The Surgical Treatment of Renal Tuberculosis. F. S. 
Watson. Boston Medical and Surgical Journal, Feb- 
ruary 28, 1907. 


Watson calls attention to statistics that show how very 
frequently renal tuberculosis is unilateral and therefore 
subject to operative interference. f 13,000 cases, 37.6 
per cent. of all cases of renal tuberculosis were unilateral. 
In the earlier stages most authors are agreed that the 
lesion is unilateral in as high as 60 to 80 per cent. of the 
cases. The contraindications to nephrectomy are: 1. In- 
volvement of both kidneys. 2. Extensive tubercular lesions 
elsewhere in the body. 3. Where the remaining kidney 
is not functionally capable. 

The author calls attention to the value of cystoscopic 
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examinations, cryoscopy, etc., for the determination of 
the site of the lesion and its functional capacity. The 
author believes that 30 per cent. of cases of renal tuber- 
culosis are cured by nephrectomy, whereas the operative 
mortality is less than 10 per cent. In unoperated cases, 
statistics seem to show only 4 per cent. of cures. 


Clinical Observations on the Use of Cotarnine Pthalate. 
. A. von Rampour, New York. New York Medical 
Journal, March 9, 1907. 


Cotarnine pthalate is a derivative of narcotin and has 
been recommended as a most efficient uterine hemostatic by 
various Continental observers. The author tried the drug 
in six cases, in five of which it proved efficient where 
other uterine hemostatics had been of no avail. ‘Lhe 
author’s results have been so good that he wili continue 
to use it in “selected cases, where operation is refused 
and where there is no necessity for hurried uterine con- 
traction.” It comes in the form of sugar-coated tablets 
of 3% grain each, of which 3 to 5 are given per day. 


Cocain Cataphoresis in Surgery. D. T. Quictey, North 
Platte, Neb. Journal of the American Medical Asso- 
ciation, February 23, 1907. 


The author states his belief that half the operations per- 
formed could be done with his method of cocain catapho- 
resis, with much greater safety and less worry to both 
physician and patient. He states that he has used this 
method for removal of tumors of the breast, removal of 
lip for cancer, and in operations for hernia, hemorrhoids, 
birthmarks, moles, and epithelioma. A piece of gauze 
folded four times is cut the size of the part to be anes- 
thetized and is laid on the skin, which has previously been 
made sterile. The gauze is then saturated with the fol- 
lowing solution: 


Adrenephrin or adrenal solution............ Sii 


The gauze saturated with this solution is covered with 
metal foil connected with the positive pole of an electric 
battery. The circuit may be completed by the patient hold- 
ing in his hand a wet sponge electrode connected with the 
negative pole; or a large pad electrode may be used as the 
negative pole and attached by a bandage to the skin near 
the part to be operated on. The time required for anes- 
thesia is from 15 to 30 minutes, and may be longer for 
deep effect. Quigley asserts that he has never observed 
any bad effects from this method and suggests that the 
adrenalin may cause the absorption to go on so slowly 
that no systemic effect is observed or it may be that the 
amount of cocain which penetrates the skin is too small 
to cause any appreciable symptoms. 


A Series of Medical and Surgical Affections Treated 
by Artificial Autoinoculation. A. P. OnLMACHER, 
Detroit. Journal of the American Medical Associa- 
tion, February 16, 1907. 


Ohlmacher thinks that possibly Wright’s comparatively 
simple theory of opsonins and its practical application has 
been rendered needlessly confusing to the average prac- 
titioner and gives his own experience with the use of 
bacterial vaccines, preferably autogenous, in various sur- 
gical conditions. While not neglecting to take the opsonic 
index when practicable, he was compelled to rely largely 
on the clinical manifestations as a guide to the repetition 
and size of dose, always endeavoring, of course, to give 
the injections at the right time, when the positive phase 
is beginning to fall and not in the negative phase. As 
Wright points out, the great causes of failure in previous 
tuberculin treatment was the giving of too large injections 
and too frequent repetition of the dose, causing a marked 
negative phase and keeping it up. Ohlmacher thinks that 
his results might have been even better than they were had 
he been able to make more systematic opsonic determina- 
tions, which often show a fall of resistance before the 
symptoms indicate it. He has had remarkable success in 
various types of staphylococcus infections; obstinate cases 
of acne and furunculosis, impetigo, palmar abscess and in 
a very distressing case of what had been called psoriasis, 


but which he thinks was an extraordinary case of staphylo- 
coccic dermatitis, and which yielded rapidly to opsonic 
treatment with an autogenic culture of staphylococcus. 
aureus. He had also very satisfactory results with a case 
of very annoying bladder infection from the colon bacillus, 
similarly treated after other treatment had failed. A very 
striking case was one of sacculated pneumococcus em- 
pyema, in which perfect recovery occurred in seven days 
after two injections. Ohlmacher believes that even the 
generally condemned method of aspiration would have been 
sufficient in this case when reinforced by opsonic therapy. 
Owing to delay in obtaining Koch’s tuberculin R., the 
standard vaccine for tuberculous cases, his experience with 
tuberculosis has as yet been limited, but he has been able to. 
obtain a strain of gonococcus culture with which he has 
had striking success in the treatment of gonorrhea and its 
complications, including gonorrheal rheumatism and con- 
junctivitis. From what he has already seen, he is prepared 
to say that with proper artificial autoinoculation, we can 


_ obtain constitutional and local improvement in many sub- 


acute and chronic affections entirely beyond anything pre- 
viously possible in medicine. He believes that we have in 
this method of bacterial inoculations therapeutic agents of 
a specificity and potency beyond anything heretofore em- 
ployed in the treatment of disease, except, perhaps, the 
diphtheria antitoxin. 


Report on the Trypsin Treatment of Cancer. W. P. 
Graves, Boston. Boston Medical and Surgical Jour- 
nal, January 31, 1907. 


From a study of four cases, Graves arrives at these con- 
clusions : 

First, a discreet cancerous node systematically attacked 
by injections of trypsin shrinks and becomes hard and 
fibrous or disappears. 

Second, neighboring nodes are little if at all affected, 
and are probably influenced only when the trypsin comes 
into actual contact with the growing cells. 

Third, the treatment of a given node causing it to shrink 
or disappear does not prevent the appearance later of an- 
other node in immediate proximity to it. 

Fourth, there is no evidence in these cases to show that 
trypsin affects cancer cells by circulating in the blood, or 
that it affects them in any way excepting by direct contact. 

Fifth, the internal administration of the various ferments 
of the pancreas is of benefit to cachectic patients; but 
from my experience there is nothing to show that this 
benefit is due to anything else than the assistance given 
to the intestinal digestive secretions of the individual pa- 
tient. 

Sixth, the direct action of trypsin on growing cancer 
cells as shown clinically and microscopically, is sufficient 
warrant to continue the treatment in inoperable cases, 
especially in view of the fact that there are apparently no 
serious results that can occur from its use. 


Remarks on Some Points in the Pathology and Treat- 
ment of Adherent Pericardium. . F. WeENCKE- 
BACH, Groningen. British Medical Journal, January 
12, 1907. 

This article, highly interesting from a medical point of 
view, is also of surgical interest because it includes a case 
report of the operation of “cardiolysis” first suggested 
by Brauer. This operation consists in the removal of the 
anterior bony wall to which the heart is closely fixed and 
which hinders cardiac action. The patient was a boy who 
for two years suffered from all the classical symptoms 
of adherent pericardium, namely: dyspnoea, rapid, small, 
paradoxical pulse, systolic pulsation of veins of the neck, 
changes in the cardiac dulness, ascites; swelling of the 
feet and an enoromusly large liver. The operation was 
performed in the following manner: A horseshoe shaped 
incision was made over the cardiac area, and the carti- 
lages of the fourth to seventh ribs were removed; the left 
border of the sternum was slightly nibbed off. The ad- 
hesions between the posterior surface of the ribs and the 
pericardium required very careful separation. The tissues 
were then sutured together and the patient made an un- 
eventful post-operative recovery. Directly after the op- 
eration, respirations became easier. Eighteen months after 
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operation the pulse, instead of being 125 per minute, varied 
between 100-110 per minute, the patient breathed very much 
easier, the cardiac outline diminished in extent and the 
liver had greatly decreased in size. The anasarca still 
persisted, but was not as extensive as before. 


A New Method of Fixation of the Bones in Excision 
of the Knee. E. W. H. Graves, Briston. Lancet, 
February 23, 1907. 


The difficulties of obtaining firm union after excision of 
the knee by the ordinary methods are well known. No 
matter how carefully the opposed surfaces are applied to 
each other, it is very difficult to prevent any motion sub- 
sequent to the operation; this hinders the development of 
bony union. Even screws, nails, etc., ultimately become 
detached, first, because they penetrate into soft cancel- 
lous bone, and secondly, because of the accompanying rare- 
fying ostitis that takes place. The consequences are that 
after the ordinary methods of excision, only fibrous union 
takes place, there is more or less mobility in the joint ana 
the patient is forced to wear a splint. 

The author has devised the following plan to obviate 
these difficulties: Two screw steel rods 6 inches long and 
about % inch in diameter are passed through the femur 
and tibia transversely about 2 inches from the line of ex- 
cision; the projecting ends on both sides are then con- 
nected together by steel rods which are tightened to their 
fullest extent. This device holds the opposing surfaces 
together, so that even if the femur is raised, the tibia 
moves with it as though the two bones were as one. At 
the end of six weeks the rods are removed under gas. In 
addition to this device, the author recommends that the 
bone section instead of being made a plane should be mor- 
tised. This is advised, first, because the femur is diseased 
at a higher level between the condyles than elsewhere 
and the tibia is destroyed at a lower level below the tuber- 
osities; and secondly, it increases the area of new bone 
formation. Graves has used this method in a number of 
cases and in each instance obtained bony union. 


On Subcutaneous Isolated Wounds of the Pancreas 
and Their Treatment (Ucber isolierte subkutane Ver- 
letsungen des Pankreas und deren Behandlung). F. 
KarewskI, Berlin. Berliner Klinische Wochenschrift, 
February 18, 1907. 


The author reports a case of a 15-year-old boy who 
was struck by a pole in the upper abdomen. The initial 
shock was marked, but in an hour cr two he was able to 
walk home. Soon after coming home he began to vomit; 
the pulse was 84 and small and the boy was pale. Under 
observation the pulse rose to 90. The abdomen, which was 
only moderately tender and rigid, more marked in the 
lower part at the onset, became gradually more rigid and 
it was decided to operate 5%4 hours after the accident. 
The abdomen was found to contain free blood which ap- 
peared to come from the upper regions. On investigation 
a hematoma was found behind the lesser omentum; the 
latter was torn through, whereupon a large number of 
clots was evacuated; fresh blood appeared which arose 
from a small rupture in the head of the pancreas. A 
Mikulicz drain was inserted and the abdomen was closed 
up except at the exit of the drain. A pancreatic fistula 
developed, discharging at times 400 c.c. of fluid per day. 
Despite this the patient felt well and gained in weight. 
Four months later the fistula healed. Karewski collected 
34 cases of subcutaneous injuries to the pancreas, of which 
II were uncomplicated. Of these only 3 recovered, all 
after early laparotomy. The diagnosis can be made only 
at the operating table, and the indications for operation 
are those of rupture of any other abdominal viscus. At- 
tention is called to the fact that pancreatic cyst is often 
the sequence of an injury to this organ. Of 121 cases, 33 
appeared to have this origin. 

Much depends on whether the overlying peritoneum has 

‘been torn or not or whether the foramen of Winslow is 
patent or closed. The prognosis in the latter instance is 
better than in the former. Lesions of the head of the 
pancreas are far more dangerous than those of the tail. 
If the patient does not die of hemorrhage, he is subjected 
to the danger of fat necrosis due to leakage of the pan- 


creatic juice. As regards treatment, the author urges early 
laparotomy. If the wound is large, it should be sutured, 
if not, merely packed. Drainage should be resorted to 
in any instance. 


The Treatment of Pseudoarthroses and Delayed Callus 
Formation with Injections of Blood (Die Behand- 
lung der Pseudoarthrose und der verspateten Callus- 
bildung mit Bluteinspritzungen). V. SCHMIEDEN, 
Bonn. Medizinische Klinik, No. 8, 1907. 


In 1904 Bier published a method of treating pseudo- 
arthroses and delayed callus formation by injection of 
human venous blood. He reasoned that blood injection 
produced a strong and specific irritation on the bone pro- 
ducing agencies, and possibly also afforded nutriment for 
the new bone. It is now definitely known that osteoid 
tissue is formed not only by the marrow and periosteum, 
but also by periosteal structures, such as the intermuscu- 
lar connective tissue. Both after fracture and after injec- 
tion of blood between fragments, the resulting reaction 
closely resembles and perhaps is identical with the process 
of inflammation; the stronger the reaction, the stronger 
is the callus, and conversely where there is no or little 
reaction the callus is correspondingly poor. Fortunately 
pseudoarthroses are of rare occurrence at the present day, 
but when present they are very stubborn. 

It has been found that human blood acts more strongly 
than that of animals, and further that the blood of another 
individual is to be preferred. It is better not to defibrinate, 
but to inject the entire blood at once. A powerful syringe 
is needed and the injection should be made not only be- 
tween the fragments, but also about them. Injections must 
be repeated every eight to ten days until good callus re- 
action is noted, as many as six to eight injections may be 
needed. No case has suppurated. Eleven cases are re- 
ported. 


Idiopathic Dilatation of the Colon. 


H. P. Hawkins, 
London. 


British Medical Journal, March 2, 1907. 


Hawkins reports nine cases of this condition. The fol- 
lowing are briefly the main clinical characteristics: (1) 
A history of constipation from birth or from the earliest 
recollection, which is compatible, however, with fairly 
good health, until the final stage is at hand, the first sign 
of failure being often a loss of weight. (2) A constipa- 
tion which often alternates with diarrhea, and which at 
its worst is unlike that of obstruction, inasmuch as flatus 
is often passed and fecal matter may be drained away 
through a rigid rectal tube. (3) Abdominal enlargement, 
variable or constant, often asymmetrical, with prominence 
in the left iliac region, the abdomen, though distended, 
being seldom tense and often surprisingly flaccid, and 
rarely presenting any impairment of resonance. (4) Slow 
alterations in shape, especially in the left iliac region, ob- 
servable only with patience, quite unlike the tense peristal- 
sis seen in real obstruction. (5) The absence of rarity of 
pain and vomiting. 

The author believes that in some instances a congenital 
nervous defect is at the basis of the trouble. It is rather 
curious that these cases are not uncommon under the age 
of 10, are very rare from 10 to 40, and appear again, al- 
though still uncommonly, after 40. The rectum is usually 
normal and the dilatation most commonly affects the sig- 
moid flexure; sometimes it extends to the other parts of 
the colon. The small intestine is always normal. In every 
instance the walls of the dilated colon are hypertrophied. 
The early recognition of the condition is important because 
surgical intervention may cure the patient. ‘lhe author 
believes that the best results will be attained by a colo- 
colostomy. 


Sequestration Anemia in Brain and Skull Surgery. 
R. H. M. Dawsarn, New York. Annals of Surgery, 
February, 1907. 


The name of sequestration anemia, as applied by Daw- 
barn, signifies bleeding the patient into his own vessels. 
The technic consists in constricting both lower extremi- 
ties, near the groin, with rubber tourniquets, sufficiently 
to stop the venous return, but not enough to completely 
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interfere with the arterial supply. In consequence a great 
deal of blood collects in the lower limbs which soon be- 
come congested, cyanosed and swollen. The effect on the 
general circulation is noted by the softening in pulse ten- 
sion; when this has become sufficiently marked, the op- 
eration may be begun. In very plethoric individuals it 
may be necessary to cord off all four extremities. At the 
close it is well to loosen the ligatures on the limbs gradual- 
ly, in order not to place too much strain upon the heart. 
Bleeding from small unligatured vessels in the wound is 
best controlled by packing the wound, for a single instant, 
with gauze sponges freshly rung out in actually boiling 
water. Mayo has obtained the same effect as Dawbarn by 
gravitation sequestration—i. e., the patient with head elevat- 
ed; Horsley by pushing the chloroform, which reduces the 
general blood pressure. Cording the limbs is contraindi- 
cated in conditions which favor thrombosis—recent typhoid 
or puerperal sepsis, and especially in arteriosclerosis. Pro- 
longed smoking is said to markedly increase the coagula- 
tion time. 

The author claims that his method has the following 
advantages in head and brain surgery: It reduces the 
amount of anesthetic needed and is consequently followed 
by less vomiting and straining with all their attendant 
dangers. Hemorrhage is more readily controlled because 
of lessened intravascular tension. The operation is short- 
ened because the field is dryer. Danger of sudden death, 
in cases of brain tumor or depressed fracture, is decreased 
because the amount of vlood stored elsewhere reduces the 
general intracranial pressure. The brain surface is less 
apt to be lacerated because the operator will find more 
room between the brain case and the brain surface. Six 
cases in which this method was used are given in detail. 
One case was for cerebellar tumor, one for extradural 
hemorrhage, two for dural adhesions, two for Jacksonian 
epilepsy, all ending in excellent operative recovery. 


Report of the Results of the German Expedition for 
the Study of the Sleeping Sickness Up to Novem- 
ber 25, 1906 (Bericht iiber die Tatigkeit der deut- 
schen Expedition zur Erforschung der Schlafkrankheit 
bis zum 25. November, 1906). Deutsche Medizinische 
Wochenschrift, No. 2, 1 


The report of Professor Koch to the secretary of state 
states that in all 986 patients have been treated with atoxyl 
(an arsenic preparation). The patients have been quar- 
tered near the medical camp and have been subjected to 
constant supervision. Puncture of the lymphatic glands, 
and examination of the fluid, has yielded a positive find 
of trypanosomes in 347 cases out ot 356. It is found that 
in the glands the parasites are constant even when they 
disappear from the blood. 

The patients may be divided into two groups, light and 
severe cases. The light cases feel sick, show weakness 
when moving, have various pains (in head, chest and ex- 
tremities), glandular enlargement, and trypanosomes in 
the glands. The duration of the disease was several 
months to two years. The severe cases, besides the above 
symptoms, have marked impairment of muscular power 
(trembling, weakness of legs to complete prostration and 
inability to walk or stand), marked psychic disturbances 
(rarely excitation and mania, usually apathy and somno- 
lence), enuresis and involuntary dribbling of saliva. No 
definite temperature changes were determinable on ac- 
count of frequent mixed infections, with malarial or other 
parasites. 

The treatment has consisted of injection of atoxyl on 
two successive days. The trypanosomes disappear from 
the glands in a short time and remain absent for 30 or 
more days. If they return only a few, defective forms 
have been noted. The light cases at once respond, the 
pains and glandular swelling permanently disappearing. 
Of 180 severe cases most, in the course of one to two 
months, were relieved of their apathy and sleepiness, no 
longer suffered from enuresis and were able to walk un- 
supported. Cases of very long duration seem to have 
undergone some organic change of the central nervous 
system and do not respond to treatment. 

A single injection of the drug appears to work well and 
the method permits ready applications to large groups of 


people, limited only by the facilities for housing and feed- 
ing the patients. In a few instances the parasite has been 
found in the salivary gland of insects, but no definite re- 
sults have as yet been obtained. 


The Influence of Quinin on Uterine Contractions 
(Ueber den Einfluss des Chinins auf die Wehentitig- 
keit des Uterus). A. Ma&Aurer, Giessen. Deutsche 
Medizinische Wochenschrift, No. 5, 1907. 


The author reviews the literature dealing with the clin- 
ical and experimental experiences on the subject. His per- 
sonal experience embraces 78 cases, of which 63 were dur- 
ing labor and 15 cases to hasten abortion. Quinin was 
found effective in 61 cases (78,270). It appeared of no 
consequence what preparation of the drug was used, nor 
did it matter whether subcutaneous or oral administration 
was employed. Small doses had no effect. It was found 
necessary to give 15 grains by mouth, and sometimes to 
repeat this dosage three times within 12 hours; larger 
doses are not safe. About one-half hour after administra- 
tion slight labor pains begin, and in 34-1 hour the pains 
become strong and frequent, usually continuing so unti! 
after the second stage; if not, more quinin was given. 
After-effects noted were tinnitus aurium, and, in two 
cases, headache. The child was not affected. Post-partum 
febrile reaction was slightly reduced. In the fourteen 
cases of inevitable abortion the quinin acted well in ten. 
It is valuable as a remedy because it may make a curet- 
tage unnecessary. 


A Case of Precocious Menstruation (Eine dreijahrige 
Virgo). <A. Stein, K6nigsberg. Denxtsche Medizin- 
ische Wochenschrift, No. 6, 1907. 


In a previous report Stein detailed a case of a child who 
began to menstruate at the age of 14 months. The child 
is now 3 years 6 months old and has had a regular period 
every twenty-eighth day. During the menstrual epoch she 
is depressed, irritable, and has dysmenorrhoic pains and 
swelling of the breasts. In size the child greatly exceeds 
the average at her age; her breasts are well developed and 
show well-marked nipples surrounded by an areola; the 
outline of her limbs are rounded and pubic and axillary 
hairs have appeared. The voice is that of a 15-16 year 
old girl. Lately a tendency to masturbation has developed. 
Such early sexual development is ascribed to early hyper- 
plasia of the ovary with ripening of its follicles. Usually 
hydrocephalus, ovarian sarcoma or rachitis is the cause. 
In this case a moderate rachitis existed, but has improved 
under treatment. 


The Removal of Adenoid Vegetations Through the 
Nasal Passages by a New Method. Orrto T. Freer, 


Chicago. Annals of Otology, Rhinology and Lar- 
December, 1906 (Fraenkel’s Festschrift 
umber). 


Under general anesthesia combined with local anesthesia, 
a special forceps is passed first into one nostril and then 
into the other and, with the assistance of the finger in the 
nasopharynx, the adenoid masses are removed. This 
maneuver is repeated several times, until all the vegeta- 
tions in the fossa of Rosenmueller, those on the posterior 
pharyngeal wall, those in the highest part of the pharyn- 
geal vault and the adenoid growth in the posterior nares 
are removed. The index finger is removed from time to 
time to give the child a spell of unobstructed breathing. 
The operation is supposed to be done in a few minutes. 
One of the chief advantages of the prenasal forceps over 
the postnasal one, and over all other instruments operating 
by way of the mouth, the author claims, is, that it pushes 
the adenoid growths out of the posterior nares, making 
them accessible, and attacking their foremost part where 
the obstruction to nasal respiration is greatest, while the 
tendencv of the postnasal forceps is to crowd the vege- 
tations forward into the chloane beyond their reach. 

The author claims never to have known of a return of 
the vegetations after employing this method. Only in one 
case has he seen injury to the nose. An adhesion oc- 
curred between the lower turbinated and the septum. The 
operation may be done under local anesthesia, but that re- 
quires a courageous patient. 
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‘The Conservation of Hearing in Operations on the 
Mastoid Region. W. S. Bryant. Boston Medical 
and Surgical Journal, March 7, 1907. 


Bryant recommends that an exact determination of the 
condition of the bones and other structures connected with 
the conducting mechanism of ithe internal ear be made be- 
fore performing the operation. These parts should be 
handled as little as possible and no bones should be re- 
moved unless absolutely necessary. The five rules that 
the author advocates are the following: 

(1) The tympanum should be restored to its normal con- 
dition with nothing taken away if the malleus is left. (2) 
The incus should be removed if the malleus is out, because 
the incus acts as a damper of the stapes. (3) The poste- 
rior attachments of the membrane should be preserved after 
loss of the malleus and incus, because this part of the 
membrane can be trained on to the stapes and act as a 
sound transmitter for it. (4) The tympanum should be 
kept open when the malleus and incus are gone, in order 
that the sonorous oscillation may infringe on the fenestre 
and promontory with the least loss of intensity. The an- 
terior attachments of the membrana tympani should then 
be preserved and this part of the membrane trained across 
the ostium tympanicum tube to close it and prevent in- 
fection reaching the middle ear from the pharynx. (5) 
The tympanum should be kept open and the major ossicles 
removed if the stapes is out, to allow the freest access of 
sound waves to the labyrinth. 


Middle Ear Suppuration as an Etiologic Factor in 
Retropharyngeal Abscess. FE. M. Hotmes, Boston. 
ew of Otology, Rhinology and Laryngology, De- 
cember, I 


The extension of such a suppuration to the pharyngeal 
structures in the adult is considered by the author as a 
very rare occurrence. He relates the histories of two 
cases in which this condition was personally observed. 
He arrives at the following conclusions: Ist, that retro- 
pharyngeal abscess from any cause in the adult is a very 
rare condition; 2nd, that middle ear disease rarely ad- 
vances forward; 3rd, that when this has occurred there 
should be a thorough removal of the granular and necrotic 
material in the ear, and a free incision through the 
pharyngeal wall, after which the index tnger should be 
placed in the cavity, to act as a guide in using the small 
aural curette passed through the ear, so as to remove as 
much of the necrotic bone as possible; 4th, that in two 
cases reported in the paper, this proceeding with external 
opening in the first was followed by permanent relief; 
5th, that the external routes of attack are available, and 
perhaps necessary in some cases; but all of these, with 
exception of removing the condyle of the jaw, offer very 
little if any better opportunity to inspect or attack the 
bone, which is diseased in this particular condition. 


Recent Progress in Surgery of the Conjunctival Sac. 
W GamBiF, Chicago. Surgery, Gynecology and 
Obstetrics, February, 1907. 


Transplantation of pedunculated skin flaps, and of Wolfe 
grafts (entire thickness of the skin) have proven only 
partly successful. Not until improved technic of applica- 
tion of Tiersche grafts was used, were the results good. 
Hotz successfully applied the grafts on semilunar plates 
of tin. Partial or total symblepharon supply the most com- 
mon indication for the procedure. The scar tissue is re- 
moved and a space corresponding to the obliterated con- 
junctival sac is freed well up into the region of conjunc- 
tival reflection. Thin skin grafts are taken from the hair- 
less part of the patient’s arm, placed upon the plate, with 
raw surface outward, fastened by a suture and carefully 
inserted beneath the lid. The plate is kept in position by 
passing the same suture which secures the graft to the 
plate, through the lid and tying. After about five days 
the plates are removed. If the cornea is present, the 


plate may be cut out over the area occupied by this fragile 
structure, or the plate may be replaced by a cup-shaped 
tin prothesis similar in shape to that of an artificial eye. 
The prothesis may be covered with a coating of paraffin 
of a high melting point (130° F.) to lessen the mechan- 


ical irritation. The author reports a case of total ob- 
literation of the conjunctival sac, and removal of the eye, 
following injury due to an explosion. An artificial eye 
can now be worn by the patient. 


Transplantation of the Cornea (Ueber Hornhautprof- 
ung). E. Zirm, Olmiitz. Wiener Klinische Wochen- 
schrift, No. 3, 1907. 


Transplantation of the cornea has been repeatedly at- 
tempted since 1824. Until now no case has been success- 
ful from the optical standpoint. It was soon found that 
human cornea alone could be transferred to human beings. 
The following case has been successful for more than one 
year after operation: 

The patient’s eyesight was totally destroyed py unslaked 
lime, both cornez being converted into milky white opaque 
structures, only the upper edges remaining semitransparent. 
Two corneal grafts, each 5 mm. in diameter, were removed 
with v. Hippel’s corneal trephine from the eye of a bos, 
which had been enucleated because it was penetrated by 
a piece of iron filing. The grafts were seized with gauze 
pads moistened in sait solution and placed in the central 
openings of exactly corresponding size made in the pa- 
tient’s cornee by v. Hippel’s instrument. They were kept 
in position by two crossing sutures passing over the sur- 
face of the cornea and fixed in the bulbar conjunctiva. 
Deep narcosis and strictest asepsis were used. After eight 
days both grafts were still clear and transparent, but 
fingers could be counted only on the left. The right eye 
became tense and painful, the cornea bulged and the cor- 
neal saphyloma formed, including the graft, had to be re- 
moved. ‘The left eye improved and now the patient can 
read, with the aid of glasses, and follow his vocation of 
glazier. 

Examination after one year shows an apparently clear 
corneal window 5 mm. in diameter. Through it a normal 
fundus can be seen with the ophthalmoscope. Sensibility 
to touch normal. With the corneal microscope a very 
faint, thin white line shows where the graft and opaque 
corneal tissues are joined. In the lower zone five vessels 
are found to penetrate the graft. Evidently where the 
nutrition of the surrounding cornea was poor this vascu- 
lar ingrowth has taken place. 

Necessary for a successful transplantation is a cornea 
not rendered too scarlike by the injury; fresh human ma- 
terial, preferably from a youthful individual, for the graft- 
ing. The graft must be the exact size of the opening 
made in cornea, both being made with the same instru- 
ment. The graft must be covered by the anterior and 
posterior epithelial layers to protect it from the tissue 
juices. No antiseptics and no instruments must come in 
contact with the graft. Even with all these precautions 
ill results will occur. 


Limitations of the Surgical Treatment of Uterine Fi- 
broids. Henry C. Coz, New York. New York Med- 
ical Journal, March 16, 1907. 


Coe asks why should the mere presence of a small 
uterine fibroid impel the examiner not only to inform the 
patient (hitherto in blissful ignorance), but also to advise 
operation? Most of the patients whom he passes as not 
requiring even medical treatment are told that the tumor 
“will grow,” that “it will become malignant,” that “it will 
give trouble at or near the menopause,” or the flimsy argu- 
ment is advanced that the patient has a neoplasm, and it 
must be removed. 

First, it behooves the general practitioner to be sure 
that the patient has a tumor before he informs her of the 
fact, or advises an operation, for once the fatal words 
have escaped his lips, all the specialists whom she after- 
wards consults cannot convince her to the contrary. 

Secondly, what is the clinical history of the case? Has 
she had any symptoms referable to the increased weight of 
the uterus, vesical or rectal irritation, displacement of the 
uterus, interference with the normal functions of the pelvic 
organs? Coe has watched many patients from ten to fif- 
teen years, with small fibroids, who have never complained 
of such disturbances. 

The question of pregnancy is always an important one. 
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Patients with fibroids are not likely to become pregnant, 
or if they do they should be kept under careful observa- 
tion, the accoucheur being prepared to interfere at any 
time if necessary. 

Coe does not commend the ultraconservative attitude of 
those who believe that a patient should be tided over the 
period of menorrhagia preceding the climacteric, under the 
mistaken idea that the tumor will “disappear” after this 
time. He has not seen a case in which a fibroid has en- 
tirely disappeared after either the natural or artificial 
menopause, though they may diminish in size, and ali 
troublesome symptoms vanish. On the contrary, some 
women have died of exhaustion from loss of blood under 
unwise palliative treatment, or in which the fibroid has 
undergone cystic, purulent, or sarcomatous degeneration 
after the change of life. Surely, there is a middle ground 
between this unjustifiable course and the radical teaching 
that every uterine fibromyoma must be extirpated, even 
in young women, simply because it is discovered at the 
examining table. The author believes that much may be 
accomplished by palliative treatment in the case of small 
interstitial tumors, without marked symptoms. Hemor- 
rhage may be controlled by thyroid extract, adrenalin, 
hydrastine and ergotine, by astringent douches and tam- 
ponade, or by curettement, or even by vapocauterization 
in suitable cases, pressure symptoms being relieved vy 
bandages and pessaries, pain by aspirin and codein. Even 
pregnancy and parturition do not present any terrors to 
the careful accoucheur, who keeps his patients under ob- 
servation through pregnancy. 

In short, the whole question of the treatment of uterine 
fibroid turns on the proper recognition of the variety, site, 
and symptoms caused by the tumors. The mere diagnosis 
of the presence of the growth is elementary. It is a re- 
proach to our diagnostic and clinical experience if we 
jump at the conclusion that surgical treatment is indi- 
cated simply because we happen to discover a tumor. Shall 
we at once inform the patient? Unfortunately in this age 
of competition if you do not, the next consultant may 
blurt out the fact, to your discredit. It is better to in- 
form the husband or friends and make as light of it as 
possible. The patient should be kept under observation, 
in view of the possible growth of the neoplasm and the 
development of complications, but why destroy a woman’s 
peace of mind without good reason? Of course, much 
depends upon the patient herself; many would prefer to 
know the truth, while others had better be kept in ir- 
norance of it. After all, every gynecologist must be 
guided by his own skill, experience, and conscience. The 
safety of a surgical procedure does not justify its perfor- 
mance in a case in which the indications are not clear and 
well defined. 


The Value of Sulphates in Carbolic Acid Poisoning. 
ToraLp SOLLMANN and E. D. Brown, Cleveland. Jour- 
nal of the American Medical Association, March 23, 


1907. 


After reviewing the literature of the subject of the treat- 
ment of phenol poisoning by the sulphates, Sollmann and 
Brown summarize the results of their own investigation as 
follows: 1. Chemical combination between phenol and a 
sulphate does not occur outside of the body, neither in 
neutral nor in weakly acid nor in weakly alkaline solu- 
tion. This excludes at once all possibility of chemical 
combination in the alimentary canal or in the blood. 2. 
The blood pressure and convulsive effects of phenol are 
not modified in the slightest degree by intravenous injec- 
tion of liberal quantities of sodium sulphate under any of 
the following conditions: (a) When phenol, even in sub- 
lethal doses, is introduced into the stomach and is fol- 
lowed within fifteen minutes by intravenous sulphate in- 
jection. (b) When sublethal doses of phenol are injected 
intravenously and followed promptly by the sulphate. (c) 
When sublethal doses of phenol are injected intravenously 
after the sulphate injection. (d) When an incubated mix- 
ure of phenol, sodium sulphate and sodium bicarbonate 
is compared with a solution of phenol in sodium chlorid 
solution. (e) When the sulphate is injected immediately 
after cardiac stoppage from lethal doses of phenol. The 
conclusion that sodium sulphate, however administered, is 


not a chemical antidote, as suggested by Baumann, for 
acute phenol poisoning, follows clearly from the above. 
Details of the experiments, which were made on anes- 
thetized dogs, are given. The apparent beneficial effect of 
intravenous sulphate injections observed clinically in some 
less severe cases is attributed by the authors to saline 
stimulation, as chemical combination could not have taken 
place in the time reported. They think that the method 
may have some value and deserves trial. 


Occlusion of the Femoral Vein. J. G. Suetpon, Kansas 
City. Surgery, Gynecology and Obstetrics, March, 
1907. 


Ligation of the femoral vein has frequently been fol- 
lowed by gangrene of the limb. This accident is less like- 
ly to happen if the venous return has become gradually 
obstructed by pressure, as by a growing tumor; for then 
an efficient collateral circulation has time to form. The 
patient was a man 26 years of age, in whose left inguinal 
region a sarcoma had developed. Edema of the leg had 
begun three months before. The tumor extended from 
three inches below Poupart’s ligament, into the pelvis and 
was firmly fixed. At the operation all the venous tribu- 
taries of the femoral required ligation, but the vein itself 
was spared. After the operation the limb remained normal 
for 8 days, then it began to swell, and has remained 
swollen, firm but not cyanotic ever since (6 months). The 
man follows his vocation of farmer unhindered. 

Braun’s experiments go to prove that in 4o per cent. 
of cases ligation of the femoral vein gangrene will follow. 
This rule does not apply to cases in which a collateral 
supply has had time to form. In 13 cases of tumor of 
the groin, no case of gangrene developed after ligation. 


Simple Ulcer of the Bladder. Grorce Wacker, Balti- 
more. Journal of the American Medical Association, 
March 23, 1907. 


Walker gives a report of two personal observations of 
this comparatively infrequent condition, which he defines 
as a single non-inflammatory ulcer of the mucous mem- 
brane of the bladder, occasionally penetrating the entire 
wall, and due probably to local disturbance in, or complete 
blocking of the terminal or by an interference with the 
trophic nerves, and never produced by infection of the 
bladder, though in its second and third stages it becomes 
infected with the ordinary pyogenic organisms. Two types 
are recognized: the simple chronic form leading to cystitis, 
and the acute perforating ulcer. The early symptoms of 
the chronic type are those of irritation; increased fre- 
quency of micturition, scalding, pain, etc., and later, cystitis 
with aggravation of all the symptoms, finally, bladder pare- 
sis and the patient, unless relieved by operation, succumbs 
to exhaustion or ascending infection. In case of the acute 
perforating ulcer there are no symptoms whatever until 
perforation occurs. In the earlier stages the cystoscope 
affords the only means of diagnosis, and shows a simple 
ulcer with cleancut and slightly indurated edges surround- 
ed by normal mucosa. It is distinguished from tubercu- 
lous ulcer by its clean, not undermined edges, the appear- 
ance of its base, the absence of surrounding tubercle and 
of tuberculosis elsewhere. Only in this early stage can it 
be distinguished from the ulceration of the various forms 
of cystitis, and Walker believes that many cases of diag- 
nosed healed tuberculous cystitis were primarily this dis- 
ease. The prognosis of simple ulcer in the early stage is 
good if proper treatment is given. In the second stage, 
when lime salts have been deposited and the ulcerations 
are exaggerated, curetting and drainage will generally 
effect a cure. In the third stage when there is great inter- 
stitial change, the prognosis is grave, and the acute perfo- 
rating ulcer is usually fatal, practically always so when the 
peritoneum is involved. One very early recognized case 
is reported by Harrison, in which the patient was cured by 
operation. Silver nitrate irrigations, from 1 to 10,000 up 
to I to 5,000, every second day will usually cure in the 
first stage. In the second stage, curetting and cauteriza- 
tion with prolonged suprapubic drainage are generally 
necessary. In the third stage, drainage, irrigation and 
gradual bladder distention are all that can be done. 
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